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ABSTRACT 
A growing body of evidence suggests that athletes are at increased risk of disordered 
eating and eating disorders. The principal explanation proffers that extreme pressure to lose 
weight for performance gains can encourage the development of pathological attitudes and 
behaviours with regards to food and weight. The current consensus is that elite female 
athletes participating in sports with a focus on leanness or aesthetics are at greatest risk. This 
existing knowledge has emerged from a literature base characterised by a narrow focus on 
prevalence rates and risk factor identification. As a consequence, there are few examples of 
studies that address disordered eating in sport interpretively and we know little about how 
athletes experience the illness. The overarching aim of this thesis therefore, was to 
interpretively explore athletes‟ subjective accounts of their disordered eating experiences, 
adding new, alternative insights that compliment the existing literature.  
In Study 1 I adopted an interpretative phenomenological analysis as a means to “give 
voice” to four athletes who have experienced disordered eating. The aim of this study was to 
document athletes‟ personal accounts and to interpret these accounts from a psychological 
perspective. In-depth, semi-structured interviews were conducted and verbatim transcripts 
were analysed according to the procedures of IPA.  Three superordinate themes emerged 
from the data: the struggle to disclose, social support needs, and identity challenges. Athletes‟ 
stories provided rich descriptions of their subjective disordered eating experiences. Their 
accounts give critical insight into the impact of eating disturbance on the lives of athletes.  
 In Study 2 I drew on narrative theory to interpretively analyse the life-story of Holly, 
a female athlete who engages in severe self-starvation. The broad aim here was to build on 
the interpretive insights gleaned in Study 1 and provide a detailed, qualitative exemplar of an 
athlete‟s life with disordered eating. More specifically, this study sought to explore the 
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narrative processes by which an athlete comes to understand disordered eating and the impact 
this holds for experience. More than 7 hours of life history data was gathered over a period of 
8 months through unstructured interviews. Holly described a struggle to align her life 
experiences with a culturally specified “achievement narrative” that lauds normative success. 
When neither her academic nor sporting endeavours fulfilled the achievement narrative, 
Holly was thrust into emotional turmoil and began to conceive of self-starvation as a means 
to achieve. Holly‟s narrative is in many ways fractured and void of the coherence necessary 
to move on from her troubles. It is argued that narrative realignment and coherence might be 
encouraged through narrative therapy.   
For Study 3, I sought to add a further detailed exemplar to the disordered eating in 
sport research base. Again building on the initial insights of Study 1, extended life-history 
data provided scope to delve into the deep complexities and pertinent ambiguities that 
characterise lived experiences. In applying principles of narrative analysis to this data, the 
objective was to provide further details as to how a disordered eating athlete makes sense of 
illness and the implications of this meaning making for future experiences. To achieve this I 
explored the stories of Beth, a former elite athlete with experience of anorexia nervosa and, 
as she revealed, sexual abuse. Six unstructured life history interviews took place over a 
period of 12 months yielding more than 9 hours of interview data. Due to a lack of previous 
narrative opportunities, the story Beth told was in many ways embryonic. Throughout our 
conversations Beth constructed multiple, fragile and sometimes contrasting narrative 
coherences indicative of a fragmented and uncertain understanding of her life. Beth‟s atypical 
story helps create a more complete understanding of eating disorders in sport and serves as an 
additional narrative resource from which others might draw to story experience. 
With Study 4 I sought to address the lack of family involvement in disordered eating 
in sport research. Given it is widely accepted that families are important in the management 
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and treatment of eating disorders, I explore the experiences of an elite athlete with an eating 
disorder as well as the experiences of her parents. The underlying aim here was to explore the 
impact of athlete disordered eating on participants, both individually and as a family. Family 
members attended interviews individually on 3 separate occasions over the course of a year. 
Analysis involved repeated readings of the transcripts, sensitising towards issues of narrative 
content and structure. Participants interpreted the eating disorder through specific narrative 
types which shaped their experiences and guided their actions. Difficulties arose when 
personal experiences strayed from the preferred narrative to live by and when family 
members held contrasting narrative preferences. Suggestions are forwarded as to how an 
appreciation of eating disorder illness narratives might inform treatment and support 
practices. 
In conclusion, this thesis has demonstrated that it is insufficient to study disordered 
eating through solely positivist means. It is only through consistent, focused, interpretive 
study that a fuller, more complete, understanding of the illness can be achieved. Specifically, 
we must begin to add experiential insights to the medical preoccupation with nosology and 
symptomatology. This thesis has taken a significant step towards adding such insights. When 
invited to recount their experiences, athletes provide rich, powerful, subjective accounts that 
enable us to see disordered eating in sport through a new lens. The way athletes make sense 
of illness is sometimes ambiguous and contradictory, often complex and transient and always 
consequential for future experiences. Essentially, the narratives used to describe disordered 
eating impact on how disordered eating is lived through. As such, future research must 
explore the potential of narrative therapy to ease future disordered eating experiences, while 
also continuing to add to the critical mass of interpretive studies available.           
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CHAPTER 1 
Introduction 
 The title of this thesis, Disordered Eating in Sport: Narrative’s Turn, suggests that 
after decades of positivist dominance in eating disorders research, it is now the “turn” of 
more interpretive, in particular narrative, approaches to make a contribution. A rationale for 
complimenting, not substituting, existing eating disorders research with more interpretive 
work is built within this introduction and throughout the subsequent chapters. In addition, this 
introductory section aims to provide the reader with a review of the major eating disorders 
literature. Firstly, clinical definitions are outlined and critiqued in terms of their practical 
applicability. Eating disorder prevalence rates across a range of populations are then 
discussed, prior to a brief account of the physical and psychological comorbidity associated 
with anorexia nervosa and bulimia nervosa. Next, the specific focus of disordered eating in 
sport is presented with reference to prevalence and risk. Finally, after detailing the few 
qualitative studies in the area, the potential merits of interpretive approaches to eating 
disorders research are argued. The section is completed by a summary of the key issues 
discussed, culminating in a statement regarding the broad aims of this thesis.      
Broadly defined, an eating disorder is the persistent disturbance of eating or eating-
related behaviour resulting in altered food consumption and significant impairment in 
physical health and/or psychosocial functioning (Fairburn & Walsh, 1995). As a health issue, 
eating disorders are of great public interest and are therefore regularly highlighted within the 
various mediums of the popular press (Rich, 2006). A trend in glossy magazine articles is to 
profile eating disorders, for example celebrity cases, in terms of illness progression and key 
symptomatology (Inch & Merali, 2006). Although such articles have been criticised for not 
portraying the full severity of eating disorders (Bishop, 2001), their continued appearance in 
magazines is indicative of the attention they command. There is also a market for 
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autobiographical books that provide first-hand accounts of eating disorder experiences. With 
titles such as Purge: Rehab Diaries (Johns, 2009) and Thin (Bowman, 2007) these 
impassioned stories, often telling of eventual triumph over eating disorder adversity, appeal 
to public intrigue in the illness. Equally, academic interest in eating disorders has grown 
markedly in recent years and there is a wealth of literature exploring the illness from a 
multitude of perspectives. The all-encompassing term biopsychosocial has been adopted to 
encapsulate the breadth of approaches applied to eating disorders research (Breuner, 2010; 
Polivy & Herman, 2002). Within this multidisciplinary field, disordered eating in sport has 
emerged as a relatively new area of inquiry and will serve as the overarching focus for the 
ensuing thesis. 
Eating Disorders Clinically Defined 
Of the various manifestations of eating pathology, of which there is a broad spectrum 
(Shisslak, Crago, & Estes, 1995), the clearly defined conditions of anorexia nervosa and 
bulimia nervosa represent the two most distinctive and recognisable eating disorders. Clear 
descriptions of both these eating disorders are provided in the fourth edition of the Diagnostic 
and Statistical Manual of Mental Disorders (DSM-IV-TR), an American Psychiatric 
Association (APA, 2000) publication that seeks to provide classification criteria for all 
known mental disorders. Clinical definitions can also be found in chapter 5 of the tenth 
version of the World Health Organisation‟s International Statistical Classification of 
Diseases and Related Health Problems (ICD-10; WHO, 1992). Given the DSM criteria 
predominate in the research it will therefore be referred to within this thesis. For anorexia 
nervosa, the essential features are identified as a refusal to maintain a minimally normal body 
weight, an intense fear of gaining weight, a disturbed perception of body shape or size and, in 
postmenarcheal females, amenorrhea. Anorexia nervosa can be classified into two further 
sub-types according to whether the individual engages in binge eating or purging (binge 
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eating/purging type) or not (restricting type). For bulimia nervosa, the essential features are 
binge eating and inappropriate compensatory behaviours to prevent weight gain and an 
excessive influence of body shape and weight on self-evaluation. Again, two sub-types exist, 
with a distinction made between those who engage in self-induced vomiting or laxative 
misuse (purging type) and those who engage in other compensatory behaviours such as 
fasting or excessive exercise (nonpurging type).   The full diagnostic criteria for anorexia 
nervosa and bulimia nervosa as outlined by the DSM-IV are presented in Table 1. 
A further category of eating disorder, termed Eating Disorder Not Otherwise 
Specified (EDNOS), describes individuals whose symptoms are of clinical severity but do not 
meet the full criteria for anorexia nervosa or bulimia nervosa (APA, 2000). Individuals 
experiencing this under-researched condition display largely equivalent features to either of 
the specific eating disorders but one or more of the key criteria are not exhibited. For 
example, an EDNOS case might involve a subthreshold situation whereby “all of the criteria 
for Anorexia Nervosa are met except that, despite significant weight loss, the individual‟s 
current weight is in the normal range” (APA, 2000, p. 594). Other terms used interchangeably 
with, or in place of, EDNOS include atypical, subclinical and partial (Chamay-Weber, 
Narring, & Michaud, 2005). These terms have been problematized for being confusing and 
misleading. Specifically, an EDNOS is not atypical but rather the most common of eating 
disorder categories, it is not subclinical but actually clinical by definition, and it is in no way 
less severe as is implied by the term partial (Fairburn & Bohn, 2005).  
The highlighted misconceptions that plague EDNOS may in part be a consequence of 
the way in which the DSM-IV categorises eating disorders. Fairburn and Bohn (2005) assert 
that the high prevalence of individuals with EDNOS is demonstrative of an underlying 
problem with the entire eating disorder diagnostic system - “there is something amiss with the 
scheme for classifying eating disorders if the most common category is the „residual‟ one” (p.
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Table 1 
Diagnostic criteria for Anorexia Nervosa and Bulimia Nervosa 
Anorexia Nervosa 
A. Refusal to maintain body weight at or above a minimally normal weight for age and height (e.g., weight loss leading to maintenance of 
body weight less than 85% of that expected; or failure to make expected weight gain during period of growth, leading to body weight less 
than 85% of that expected). 
B. Intense fear of gaining weight or becoming fat, even though underweight. 
C. Disturbance in the way in which one‟s body weight or shape is experienced, undue influence of body weight or shape on self-evaluation, 
or denial of the seriousness of the current low body weight. 
D. In postmenarcheal feamles, amenorrhea, i.e., the absence of at least three consecutive menstrual cycles. (A woman is considered to have 
amenorrhea if her periods occur only following hormone, e.g., estrogen, administration.) 
Bulimia Nervosa 
A. Recurrent episodes of binge eating. An episode of binge eating is characterised by both of the following: 
(1) Eating, in a discrete period of time (e.g., within any 2-hour period), an amount of food that is definitely larger than most people 
would eat during a similar period of time and under similar circumstances 
(2) A sense of lack of control over eating during the episode (e.g., a feeling that one cannot stop eating or control what or how much one 
is eating) 
B. Recurrent inappropriate compensatory behaviour in order to prevent weight gain, such as self-induced vomiting; misuse of laxatives, 
diuretics, enemas, or other medications; fasting; or excessive exercise. 
C. The binge eating and inappropriate compensatory behaviours both occur, on average, at least twice a week for 3 months. 
D. Self-evaluation is unduly influenced by body shape and weight. 
E. The disturbance does not occur exclusively during episodes of Anorexia Nervosa.  
Adapted from the DSM-IV-TR (American Psychiatric Association, 2000)
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395). They speculate that this residual status may have led to EDNOS being misinterpreted as 
less severe and/or less common and accordingly explain why so little research on the 
condition exists. In light of these issues, Fairburn and Bohn proposed three possible solutions. 
The first option is to relax what they consider the inappropriately strict criteria for anorexia 
nervosa and bulimia nervosa so that subthreshold cases are also incorporated into a diagnosis. 
 The second solution builds on the first, adding that those individuals who are clinical 
but not subthreshold be allocated to a new diagnostic category rather than EDNOS, perhaps 
termed mixed eating disorder. The final proposition, referred to as the “transdiagnostic 
solution”, calls for the current diagnostic divisions to be abandoned and replaced by a single 
eating disorder category that incorporates anorexia nervosa, bulimia nervosa, and EDNOS. 
The fundamental rationale for this is that the various eating disorder types are more similar 
than they are different. Further, with only one category of note, there can be no more 
inappropriate assumptions of hierarchy between disorder types.  
The ideas of Fairburn and Bohn (2005) are not isolated and dissatisfaction with 
existing diagnostic criteria is widespread (e.g., Walsh & Sysko, 2009; Wonderlich, Joiner, 
Keel, Williamson, & Crosby, 2007). In response to such critique, proposed revisions for the 
2013 release of the 5
th
 edition of the Diagnostic and Statistical Manual of Mental Disorders 
(APA, 2010) do feature some reductions in the strictness of criteria for both anorexia nervosa 
and bulimia nervosa. For the former the omission of amenorrhea is suggested and for the 
latter there is a recommended reduction of the stipulated binge-purge frequency. These 
changes however, are not to the degree argued for by Fairburn and Bohn and it is likely that 
EDNOS, to be renamed Feeding and Eating Conditions Not Elsewhere Classified, will 
continue to be subject to the same critiques.      
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The Prevalence of Eating Disorders 
 In an attempt to ascertain eating disorder prevalence, defined as the total number of 
cases in the population, Hoek and Van Hoeken (2003) systematically reviewed several 
epidemiological studies conducted in North America and Europe. Although limited 
information was provided regarding selection criteria, only those studies employing a strict, 
clinical definition of anorexia nervosa, bulimia nervosa and binge eating disorder were 
included. Further, studies that incorporated a two-stage screening approach, the accepted 
methodological standard when calculating prevalent cases, were favoured ahead of less 
robust methodologies. To elaborate on this screening process, the first stage involved 
administering a screening questionnaire to identify those at risk in a population and the 
second stage was a diagnostic interview with those considered at risk, as well as interviews 
with a random sample of not at risk participants for comparative purposes. Results indicated 
an average prevalence rate for anorexia nervosa of 0.3%. For bulimia nervosa, average 
prevalence was 1% for young females and 0.1% for young males. Although evidence for 
binge eating disorder was limited, an average rate of 1% was suggested. Hoek and Van 
Hoeken also reviewed studies assessing eating disorder incidence, which they explain 
concerns the number of new cases in a population over a specified period of time. They 
estimated an overall incidence rate of at least 8 per 100000 per year for anorexia nervosa and 
12 per 100000 per year for bulimia nervosa.  
Since Hoek and Van Hoeken‟s review, Hudson, Hiripi, Pope, and Kessler (2007) 
recorded similar prevalence rates, albeit slightly higher generally, in a population-based study 
in the United States. Specifically, lifetime prevalence estimates for anorexia nervosa, bulimia 
nervosa and binge eating disorder were respectively 0.9%, 1.5% and 3.5% in women and 
0.3%, 0.5% and 2% in men. The subtle variation in figures between Hoek and Van Hoeken 
and Hudson et al. may be a consequence of differing diagnostic criteria, with the latter 
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adopting an interview method that diagnoses according to a combination of the ICD-10 and 
DSM-IV criteria in contrast to the former‟s strict allegiance to studies  adopting a DSM 
stance. Pertinently, it could be argued that the research emphasis on the criteria for clinical 
diagnoses is as much a methodological weakness as it is a strength. For example, individuals 
classified in the EDNOS category experience clinically severe symptoms but are often 
omitted from prevalence estimates for not meeting all the criteria for either anorexia nervosa 
or bulimia nervosa. The review by Hoek and Van Hoeken is a case in point, whereby it was 
asserted that because of a lack of any “reliable epidemiologic information” (p. 385) 
participants with EDNOS were excluded from analysis. This is problematic given that, as 
previously discussed, the EDNOS category may actually be the most populous. Prevalence 
studies adopting less stringent diagnostic criteria may better depict the full extent of eating 
problems. For example, a recent study investigated the prevalence of general eating disorder 
behaviours as opposed to specific eating disorder conditions (Darby et al., 2009). The study, 
which involved two independent interview-based population surveys carried out a decade 
apart, assessed three general eating disorder behaviours; binge eating, purging and strict 
dieting or fasting. Given this less prescriptive definition, overall prevalence was notably 
higher than most other estimates in previous studies, standing at 10.9% in 2005. The authors 
highlighted that this is more than double the prevalence rate they established in 1995, which 
suggests eating disorder behaviours are becoming increasingly pervasive. 
Eating Disorder Comorbidity 
 In comparison to other mental illnesses, eating disorders present with severe physical 
comorbidities. The specific condition of anorexia nervosa is said to have the highest mortality 
rate of all psychiatric conditions, a consequence of physical deterioration as well as suicide 
(Treasure, Schmidt, & Hugo, 2005). In a review of studies that address the medical 
complications associated with anorexia nervosa and bulimia nervosa, Mitchell and Crow 
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(2006) highlighted evidence for various dermatological, gastrointestinal, cardiovascular and 
pulmonary, and skeletal abnormalities. It was concluded that such physical comorbidity is 
common in individuals with an eating disorder, particularly those with anorexia nervosa, and 
that physicians should be aggressive in treating these “potentially life-endangering medical 
complications” (p. 442).  
Compounding the problem further, there is also evidence of considerable psychiatric 
comorbidity associated with eating disorders. One study determined the frequency of anxiety 
disorders in a large sample of anorexia, bulimia, and anorexia and bulimia sufferers (Kaye, 
Bulik, Thornton, Barbarich, & Masters, 2004). Of the 672 participants, approximately two-
thirds experienced at least one lifetime anxiety disorder, with obsessive-compulsive disorder 
(40%) and social disorder (20%) proving most common. The authors identified these rates as 
more than twice as high as those demonstrated in nonclinical community samples. 
Participants with no lifetime anxiety disorder still displayed elevated anxiety levels in 
comparison to the healthy community sample. The authors duly concluded that anxiety 
symptoms, whether clinical or otherwise, may be traits typical of people with eating 
disorders. In a larger scale population-based study incorporating over 9000 participants, high 
prevalence of lifetime comorbid psychiatric disorders was identified in those individuals with 
anorexia, bulimia and binge eating disorder (Hudson et al., 2007). These findings were 
particularly pronounced for individuals with bulimia nervosa and binge eating disorder, with 
more than 90% and 70% respectively meeting the criteria for at least one other psychiatric 
disorder. For Hudson et al. it is this connection to other psychopathology that makes eating 
disorders such an important public health concern.  Further, a published literature review 
addressed eating disorder psychiatric comorbidity evidence with specific reference to Axis I 
(depression, obsessive-compulsive disorder, substance abuse) and Axis II (personality 
disorders) conditions (O‟Brien & Vincent, 2003). High rates of comorbid Axis I and Axis II 
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psychopathology were identified in individuals with eating disorders. The findings suggested 
that major depression is associated with both anorexia and bulimia, that obsessive-
compulsive disorder is common in anorexia and that borderline personality disorder is 
prevalent in those with bulimia. Although O‟Brien and Vincent (2003) warn that various 
methodological flaws limit causal inferences (e.g., small sample sizes, contrasting diagnostic 
tools, few longitudinal studies), the reviewed research emphasises the large degree of 
psychiatric comorbidity typical in cases of eating disorders.    
Disordered Eating in Sport 
In the 1980s a number of prominent researchers suggested that athletes may represent 
a sub-group at increased risk of eating disorders. Specifically, Striegel-Moore, Silberstein, 
and Rodin (1986) speculated that members of professions that specify body weight, such as 
dancers, models, actresses and athletes, are at increased risk of eating pathology than those 
whose job performance is unrelated to weight. In terms of athlete risk, the then largely 
unexplored hypothesis was that intense pressures to be thin for performance gains may 
trigger eating disorder onset in vulnerable individuals (Garner, Garfinkel, Schwartz, & 
Thompson, 1980). Since these early ideas, the disordered eating in sport literature base has 
grown into an expansive body of work indicative of what is currently a hugely popular line of 
inquiry. In an attempt to bring the burgeoning volume of research together towards some 
form of consensual understanding, Smolak, Murnen, and Ruble (2000) conducted a meta-
analysis. The authors directed the focus of their analysis to studies with female athlete 
samples only and also stipulated the presence of either a female nonathlete control group or 
the deployment of a measure that could be compared with normative data. These inclusion 
criteria ensured that of an initial 138 studies retrieved through various literature searches, 
only 33 studies qualified for analysis. The principal hypothesis, that athletes would 
demonstrate more eating problems than controls, was supported. In addition, elite athletes, 
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particularly those competing in sports that emphasised thinness, were at increased risk. Other 
findings however were somewhat less anticipated. To illustrate, gymnasts, typically 
considered to be under severe weight pressures, in fact showed no differences in eating 
behaviours when compared to nonathletes. A further intriguing finding, albeit one that the 
authors predicted, was that participants in nonelite, nonlean sports exhibited fewer eating 
problems than nonathletes, suggesting certain forms of participation in sport might actually 
protect against eating disorder risk. 
Prevalence of Disordered Eating in Athletes 
The mixed findings reported by Smolak et al. (2000) provide an inconclusive account 
as to the extent disordered eating is a problem in sport. This uncertainty persists and recent 
attempts to establish eating disorder prevalence in athletes continue to yield conflicting 
results. For example, in a study assessing eating disorder symptom prevalence within varsity 
athlete, club athlete, exerciser and non-exerciser samples, Holm-Denoma, Scaringi, Gordon, 
Van Orden, and Joiner (2009) suggested that athletes demonstrated higher levels of eating 
disorder symptomatology than non-athletes. Three subscales from the Eating Disorders 
Inventory (EDI; Garner, Olmsted, & Polivy, 1983), namely drive for thinness, bulimia, and 
body dissatisfaction, served as the chief measures for the study with varsity athletes 
demonstrating significantly higher levels of the latter two than non-exercising controls. 
Underlining the inconsistencies in this area, an alternative prevalence study (Martinsen, 
Bratland-Sanda, Eriksson, & Sundgot-Borgen, 2010) offered quite discrepant findings. 
Martinsen et al. (2010) administered a battery of questionnaires, which included the drive for 
thinness and body dissatisfaction subscales of the Eating Disorders Inventory 2 (EDI-2; 
Garner, 1991), to a cross-section of female athletes from Norwegian Elite Sport High Schools 
as well as to age-matched female students at two ordinary schools. The authors found a lower 
frequency of disordered eating behaviour in Norwegian adolescent elite athletes than in their 
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non-athlete high school counterparts. Further, there was no meaningful difference in the 
prevalence of disordered eating in athletes competing in lean sports compared to athletes in 
non-lean sports. 
     The variation in prevalence estimates of athlete eating disorders may be considered 
partly a result of the different methodological practices that exist from one study to the next. 
For example, the means by which researchers choose to identify athletes as possessing an 
eating disorder are numerous. Adhering to the strict criteria of the DSM-IV can sometimes 
lead to lower prevalence rates than a study that measures disordered eating behaviours more 
broadly. As previously discussed in relation to prevalence in general populations, which 
approach provides the more accurate depiction, strict or broad criteria, is a matter for debate. 
In studies involving athletes it has often been the broad criteria option that is adopted, with 
general disordered eating behaviours assessed rather than specific eating disorders. Given 
there are a variety of nuances in terms of the disordered eating behaviours individuals exhibit, 
there has been great discrepancy across studies in terms of what is considered a positive case. 
Even in the two prevalence studies reviewed above, although both use a version of the EDI as 
a measure of disordered eating, Martinsen et al. (2010) stipulated specific absolute cut-off 
scores for these subscales whereas Holm-Denoma et al. (2010) discussed the scores relative 
to each of their sample populations. In the latter approach it is possible that athletes can 
demonstrate increased disordered symptomatology compared to non-athletes without this 
score surpassing the criteria for the presence of disordered eating set by Martinsen et al. 
(2010). When two studies employing essentially the same measure experience subtle 
methodological differences then it is easy to see how this problem intensifies when 
measurement differs more markedly (e.g., self-report versus clinical diagnostic interview). 
Eating disorder prevalence studies, both within general and athletic populations, are 
also subject to methodological problems that may lead to a distinct underestimate of the 
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illnesses. A key issue is the tendency for people with eating disorders to conceal their illness 
and refrain from seeking professional help (Hoek & Van Hoeken, 2003). The implication is 
that prevalence estimates based on self-report measures or patient support service records are 
unlikely to account for the suspected large proportion of individuals who are unwilling to 
disclose their eating disorder and are yet to receive treatment. For Sundgot-Borgen (1994), 
the issue of underreporting is particularly relevant in athletic samples as athletes may be 
fearful of a coach discovering their eating disorder and that a disclosure might lead to 
deselection from a team or withdrawal from training and competition. Sundgot-Borgen goes 
on to suggest that some athletes may also underreport due to a lack of appreciation as to what 
actually constitutes an eating disorder or the perception that some eating disorder behaviours 
are merely an accepted feature of their sport. Given these observations, it is widely suggested 
that many of the athlete eating disorder prevalence estimates in the literature are, in fact, 
underestimates. 
  Torstveit, Rosenvinge, and Sundgot-Borgen (2008) conducted a study regarded as 
one of the more methodologically sound attempts at establishing the prevalence of clinical 
eating disorders and disordered eating in athletes. Six hundred and sixty-nine elite athletes, 
defined as having qualified for the national team at junior or senior level, or members of the 
recruiting squad for that team, were compared to a sample of 607 age-matched non-athlete 
controls. In line with recommendations from Hoek and Van Hoeken (2003), participants were 
subject to a two-stage identification process involving an initial screening questionnaire 
followed by a clinical diagnostic interview for those considered at risk.  The screening 
process required participants to answer a series of questions addressing issues such as 
menstrual cycle, body weight, training, injury, nutritional habits and use of pathogenic weight 
control methods. In addition, the body dissatisfaction and drive for thinness subscales of the 
EDI were incorporated and participants were also asked to report the presence of an eating 
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disorder. From the participants to undergo screening, a random selection of athletes (n = 300) 
and controls (n = 300) were invited to participate in the clinical interview component of the 
study. This random sample was then stratified according to age group and disordered eating 
risk. Participants were considered a risk if they possessed a Body Mass Index (BMI) of less 
than 18.5 kg/m, used pathogenic weight control methods, self-reported menstrual 
dysfunction, a stress-fracture or an eating disorder, or scored highly on the EDI subscales 
(drive for thinness ≥ 15; body dissatisfaction as ≥ 14). 186 athletes and 145 controls remained 
after the stratified sampling process and these participants took part in a clinical interview. 
The interview, which diagnosed eating disorders according to DSM-IV criteria, lasted 
between 45 and 60 minutes and was based on the Eating Disorder Examination (EDE; 
Cooper, Cooper, & Fairburn, 1989). A small number of participants were interviewed a 
second time by a trained psychiatrist who confirmed all initial diagnoses. The results showed 
that significantly more athletes in lean sports (46.7%) had a clinical eating disorder than 
athletes in non-lean sports (19.8%) and controls (21.4%). Of the 24 diagnosed cases of 
anorexia nervosa or bulimia nervosa, 18 were competitors in lean sports. Crucially, the 
distinctly more robust methodology adopted by Torstveit et al. (2008) provides an element of 
confidence to such findings, adding weight to the general contention that there is increased 
eating disorder prevalence in sports emphasising leanness.       
Risk Factors for Athlete Disordered Eating 
Petrie and Greenleaf (2007) suggest that comparing athletes to nonathletes or lean to 
nonlean participants, as typifies the majority of the prevalence literature, is a relatively 
simplistic approach to understanding disordered eating and that sport psychology researchers 
should begin to employ within-group designs to test specific risk factors. They duly propose a 
psychosocial risk factor model, heavily based on an etiological model developed in the 
general literature (Stice, 1994), which suggests that the complex interplay between various 
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possible risk factors and moderators determines whether or not an individual develops eating 
pathology. Eight risk factors are proposed: general societal pressures, sport specific pressures, 
internalisation of body ideals, body dissatisfaction, negative affect, dietary restraint, 
modelling of disordered eating behaviours and binge eating and bulimia. The model predicts 
that these risk factors interact with a long list of possible moderators, such as level of self-
esteem or social support availability. To illustrate, one identified causal pathway is from body 
dissatisfaction to restrained eating, however this link is moderated by perfectionism. 
Specifically, perfectionists might more likely address body dissatisfaction through dietary 
restraint, whereas non-perfectionists perhaps won‟t. Petrie and Greenleaf assert that exploring 
such relationships between potential risk factors and associated moderating variables 
represents a more sophisticated means towards understanding how and why eating disorders 
occur in some athletes. It is suggested that this will be best achieved through longitudinal 
research in order to properly confirm variables as risk factors. To elaborate, a variable is 
considered a risk factor if it can be shown to precede eating disorder onset, whereas if a mere 
association is established the variable is considered a correlate (Jacobi, Hayward, de Zwaan, 
Kraema, & Argas, 2004). 
To date, the majority of athlete eating disorders research has involved one-off 
snapshot surveys and therefore has rarely moved beyond the identification of correlates. For 
example, Fulkerson, Keel, Leon, and Dorr (1999) assessed disordered eating in relation to a 
range of personality characteristics in a large sample of high-school athletes and nonathletes. 
Although results indicated athletes actually possess more psychologically adaptive attitudes 
and behaviours than nonathletes, the more perfectionistic athletes were more likely to strive 
for thinness and restrain eating than less perfectionistic athletes. Critically, as questionnaires 
were administered over a 2 day period only, there is no means to identifying whether 
perfectionism preceded the disordered eating outcomes. Monsma and Malina (2004) adopted 
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a similar snapshot perspective when they correlated various biological and psychological 
variables with EDI subscales in a sample of female figure skaters. Some interesting 
associations were established, such as increased social physique anxiety and heightened EDI 
scores, yet the authors‟ discussion of “risk profiles” must be viewed with caution given there 
is no certainty that the former preceded the latter. 
  In an interesting study by Muscat and Long (2008), athletes who received critical 
comments regarding their weight and sports performance demonstrated increased disordered 
eating symptomatology than those who did not. Over half the sample recalled receiving at 
least one critical comment regarding appearance, health, performance or weight loss or 
weight gain. Most critical comments concerned athletes‟ appearance and often incorporated a 
focus on eating. Although the authors acknowledge that causal risk cannot be inferred, 
participants were required to reflect on the impact they perceived such comments to have on 
certain attitudes and behaviours. Specifically, in response to the question “to what degree did 
the comment about your body have an impact on your behaviour and attitudes toward your 
body?” almost half the participants answered “quite a bit” or “a lot”. A similar number of 
participants reported that the comment also made them feel upset and led to feelings of self-
consciousness about body shape, diet and weight. According to approximately half the 
participants therefore, critical comments contributed to the development of a disordered 
eating attitude or behaviour.  For Jacobi et al. (2004) however, such retrospective accounts of 
risk factors are problematic as they are susceptible to the limits of memory or re-
interpretation in light of eating disorder onset. 
Philosophical Perspectives in Eating Disorders Research   
 The positivist bias. 
 Whether it is the abundant prevalence literature or the risk factor perspective 
promoted by Petrie and Greenleaf (2007), research into eating disorders in sport is entrenched 
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in epistemological positivism. This is to be expected given that the general eating disorders 
literature, which invariably dictates the research direction of the athlete sub-focus, is also 
heavily influenced by the principles of positivist science. These principles, essentially a 
realist view of the world as objectively knowable through scientific procedures (Ponterotto, 
2005), have shaped existing understanding of eating disorders. Botha (2009) asserts that 
aetiological theories underpinned by structuralist ideas have produced a research base 
overwhelmingly focused on causes, clinical features and treatment outcomes. He adds that 
despite the dominance of this medical model of eating disorders, it has delivered few 
certainties regarding specific causes and inconsistent conclusions regarding treatment 
strategies.  
Although it is important not to discredit the advancements made by medical research, 
it is surprising that it persists as such a univocal approach given the discussed confines of its 
progress.  Discussing anorexia nervosa specifically, Rich (2006) is in agreement and has 
stated that the dominant medical perspective, although useful and necessary, offers scant 
consideration to the human experience element of eating disorders. Medical science as a 
whole has been described as a force detached from the plight of those it aims to treat (Frank, 
2007). Rich (2006) suggests this detachment presents a dehumanising effect on those who are 
ill. She described self-starving young girls as eager to be understood by their significant 
others in terms of their emotional turmoil, rather than always being reacted to purely in terms 
of weight and other physical signs. Athletes with disordered eating issues have expressed 
similar frustrations at the lack of sensitivity afforded by medical professionals to the specific 
nature of their illness experiences (Sherman and Thompson, 2001). To speculate, the absence 
in the literature of athletes‟ personal accounts of eating disorders may be a limiting factor in a 
practitioner‟s capacity to understand athletes‟ specific illness experiences. 
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 Qualitative perspectives.   
Despite regular calls for more qualitative, meaning centred studies (Byrne and 
McLean, 2001; Petrie and Greenleaf, 2007), the bulk of eating disorders research, in 
particular that from a sporting stance, has ignored the perspectives of those it is most 
pertinent to. It has been suggested that to neglect individual accounts of mental illness is to 
compound suffering and that personal narratives can give important insights that compliment, 
rather than compete with, the existing medical stance (Roberts, 2000). Given this rationale, a 
relatively small number of scholars have sought to explore first hand perspectives on 
disordered eating experiences. In a study exploring disordered eating in women‟s gymnastics, 
the perspectives of both current and retired gymnasts were sought through a qualitative 
component used to compliment traditional survey data (Kerr, Berman, & De Souza, 2006). 
Retired gymnasts provided the more critical perspectives, describing controlling and abusive 
coaches and an unhealthy culture of perfection within the sport. Kerr et al. (2006) suggest 
that the retirees‟ views may differ to the views of current gymnasts because the former no 
longer fear the negative sporting repercussions disclosure might bring. The assertion is that 
the more damning perspectives of retired gymnasts are the more accurate ones.  
Despite some interesting insights, the work of Kerr et al. (2006) was based on rather 
limited qualitative data with only 2 questions posed for which written responses were 
required. More in line with the depth of data associated with qualitative work, Jones, 
Glintmeyer, and McKinzie (2005) conducted three loosely structured two hour interviews 
with a former elite swimmer with disordered eating experiences. It is stated that the 
interpretive biography method adopted, with its emphasis on subjective life experiences and 
the turning points within it, helped them to interpret the meaning of Anne‟s life as a bulimic 
athlete. The analysis shows how Anne perceives a negative coach comment about her body 
weight as a disruptive life event that led to chronic bulimia nervosa. The authors add that 
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although eating disorders are multi-causal, the impact of the coach‟s comment should not be 
underestimated nor simply attributed to the athlete‟s undue vulnerability. Specifically, 
sporting environments breed individuals with such exclusive athletic identities that a 
vulnerability to critical remarks about weight, which threaten this athletic sense of self, 
should be fully expected. Papathomas and Lavallee (2006) also discussed athletic identity as 
a key issue in their life history analysis of a male soccer player with an eating disorder. Also 
focussing on key life events, the transition into a higher competitive level was identified as a 
crucial transition in the development of Mike‟s eating disorder. The authors suggest that the 
new and more challenging performance environment threatened Mike‟s sporting achievement 
and jeopardised his exclusive athletic identity. Eager to stave off this threat and prevent 
identity loss, Mike began to severely restrict his eating in a bid to enhance performance. A 
prolonged period with an eating disorder ensued. Unlike Anne‟s story (Jones et al., 2005), 
Mike told of no overt critical comment or explicit pressure to diet. On this issue, Papathomas 
and Lavallee duly conclude that as weight plays some role in all elite sports, “a sport‟s focus 
on diet need not be excessive for it to be perceived as so” (p. 172). 
  Aside from the conceptual observations regarding identity threats and eating disorder 
development, the discussed studies are important as they offer extended personal accounts 
which present the reader with an insight into how an athlete interprets their own eating 
disorder experiences. Having provided a single participant with the opportunity to talk freely 
over a number of hours, the rich, lengthy and often poignant quotes describe an array of 
feelings and emotions. This is the human experience aspect to eating disorders, which Rich 
(2006) so fervently states is missing from eating disorders research. Both Jones et al. (2005) 
and Papathomas and Lavallee (2006) go on to frame these subjective insights from their 
preferred theoretical perspectives, the former sociologically and the latter psychologically. 
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The reader, however, is not precluded from forming their own interpretations on what has 
been presented. 
There are also a very small number of autoethnographic accounts of eating disorders 
in sport. Autoethnographic work involves scholars producing deeply personal accounts of 
experience and situating these accounts within a social and cultural analysis (Ellis & 
Bochner, 2000). Typically such accounts use an emotive and engaging writing style, more 
common in creative rather than scientific literature. The production of more sensual texts is 
often motivated by a desire to absorb the reader in how it feels to live the eating disorder 
experience and encourage an understanding outside formal symptomatology (Saukko, 2008; 
Tillmann-Healy, 1996). Jenny McMahon, a former international swimmer, produced a series 
of autobiographical stories relating to her experiences with disordered eating (McMahon & 
Dinan-Thompson, 2008). Her first person accounts describe a culture of body surveillance 
that she perceives led to her illness. She articulates the fear and panic that accompanied her 
daily weigh-in and regular skin-fold measurements. She expresses the shame and 
embarrassment associated with minute weight increases and the intense guilt that comes with 
eating. Jenny also details conflicting feelings of relief and shame that characterised episodes 
of purging through self-induced vomiting and laxative abuse. The focus on Jenny‟s emotional 
experience and personal perspectives provide some insight into living with disordered eating 
in sport. Although Jenny‟s stories are primarily interpreted sociologically with reference to 
the impact of regulatory practices in elite sport cultures, the inherent emphasis on personal 
thoughts, feelings and behaviours is very much psychological. The capacity to speak to both 
the social and the personal is a fundamental strength of interpretive work, in particular 
interpretive work involving stories. This has obvious advantages when investigating the 
“psychosocial” issue of disordered eating.      
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Summary  
Eating disorders command great public intrigue and feature regularly in the popular 
press. Academic interest, across a range of disciplines, is also considerable and growing. 
Although various eating pathologies exist, it is the diagnostic criteria outlined in the DSM-IV 
that prescribes what clinically constitutes an eating disorder.  Specifically, anorexia nervosa 
and bulimia nervosa are the two most clearly defined eating disorders with the less well 
articulated EDNOS also recognised as a condition of clinical severity. Despite significant 
critique regarding overly prescriptive criteria, the DSM-IV remains the dominant means for 
eating disorder classification in both research and practice. One important area of research to 
employ DSM-IV criteria is that of eating disorder prevalence, which seeks to establish the 
extent of the problem in a given population. Accurate estimates of prevalence are difficult to 
ascertain but there is general consensus that eating disorders represent a growing problem for 
both females and males. This is particularly worrying given that eating disorders are 
associated with significant physical and psychological comorbidity.      
An emergent line of inquiry suggests that the risk of developing disordered eating 
may be increased within elite sporting environments. The principal supposition is that intense 
pressures to be thin for performance gains may lead to disordered eating practices in some 
athletes. Although prevalence studies comparing athlete with nonathlete samples conflict as 
to whether or not this is actually the case, it is usually agreed that elite female athletes 
participating in lean or aesthetic oriented sports are at increased risk compared to nonathletes 
or athletes in nonlean sports. The literature has yet to move much beyond this point however, 
with such between group comparisons criticised for their simplicity and lack of insight into 
eating disorder development. Some scholars advocate a move towards the risk factor 
approach that has figured prominently within eating disorder research in general populations. 
Replicating approaches adopted in general psychology is a logical step but not an entirely 
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unproblematic one. Primarily, it is a safe strategy that should reproduce the solid foundation 
of eating disorders knowledge established outside of a sporting context. On the other hand, 
there is a danger that the limitations that characterise this foundational understanding are also 
emulated in the sport-focused literature. This is already apparent by the distinct absence of 
interpretive, experience centred work in both bodies of research. As general psychology has 
traditionally called upon positivist science in its efforts to investigate eating disorders, sport 
psychology has followed suit. The result is that across the board, very little is known about 
personal experiences of eating disorders and what it is like to live with one.  
This thesis therefore represents the first concerted effort at providing rich, personal 
descriptions of disordered eating experiences in sport. I aim to foreground athlete‟s own 
perspectives on their lives, to depict an insider‟s view and give voice to a group often 
silenced by the stigma associated with eating disorders and mental illness in general. 
Profiling athlete‟s own interpretations of experience, the meanings they construct regarding 
significant life events, permits an exploration of the impact of eating disorders on an 
emotional, rather than a symptomatological, level. In effect, the principal objective is to 
construct the human experience aspect of athlete disordered eating, which the literature has so 
obviously and misguidedly ignored. My work seeks to take the important first step on a long 
but necessary journey towards constructing an interpretive, meaning-focused body of 
knowledge that is comparative with the abundance of medically oriented, positivist literature. 
Although a full redress of the imbalance between interpretive and dominant medical 
understandings of eating disorders is clearly beyond the scope of a single thesis, it is hoped 
that the studies here contribute, and crucially encourage others to contribute, to closing the 
existing chasm.  I aim to achieve this through the use of qualitative methodologies 
underpinned by an interpretivist epistemology. Small samples are studied in detail, with each 
case mined for rich descriptions and depth of insight. Although participants are few, 
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interpretations are multiple, providing diverse and layered constructions of the disordered 
eating experience. In total, four independent but related studies comprise this thesis. In 
overview, Chapter 3 presents the first study, an interpretative phenomenological analysis of 
the experiences of four elite level female athletes. Chapters 4 and 5 incorporate studies 2 and 
3 respectively, both of which involve a narrative approach to life history accounts. Lastly, 
continuing with a narrative lens, Chapter 6 includes the fourth and final study which 
investigates how athlete eating disorders can affect a family. In lead in to these studies, 
Chapter 2 reports the key issues underpinning the methodological decisions made.  
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CHAPTER 2   
Methodology 
This chapter provides a discursive account of important philosophical, practical, 
ethical and moral considerations that underpin the methods adopted within this thesis. 
Although aspects of specific procedures will be alluded to in places, systematic details 
regarding participants, processes of data collection and data analysis are located within each 
separate study (chapters 3, 4, 5, & 6). As such, the issues and debates addressed here are 
concerned with why the research was conducted as it was, rather than precisely how it was 
conducted. To begin, I provide an overview of the ontological and epistemological positions 
that inform the chosen methods. I go on to focus on the chosen modes of analysis, in 
particular the principles of narrative theory and the rationale for its use in 3 of 4 studies. The 
crisis of representation is then considered before progressing to a discussion on how quality is 
judged in qualitative study and specifically how the reader might judge the research presented 
here. Finally, a number of critical ethical issues concerning qualitative research in sensitive 
topics are deliberated. 
A Qualitative Approach 
Qualitative research is a diverse and complex enterprise that involves researchers‟ 
attempting to make sense of, or interpret, phenomena in terms of the meanings people bring 
to them (Denzin & Lincoln, 2005, p. 3). Although a multitude of manifestations exist, 
typically qualitative research involves collecting, organising, describing and interpreting 
textual data in an inductive fashion (Silverman, 2009). The manner by which such processes 
are conducted can vary from study to study. For example, with regards to eating disorders 
research, a scholar may collect data via interviews or through focus groups. Although 
traditionally the preserve of the social sciences, qualitative methods are growing in popularity 
within the discipline and sub-disciplines of psychology. As stated by Willig and Stainton-
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Rogers (2008), the increasing acceptance of qualitative studies in psychology journals, as 
well as the acknowledgement of qualitative methods by the British Psychological Society 
(BPS) and the American Psychological Association (APA), is indicative of the increasing 
appreciation for the role qualitative research methods can have in understanding 
psychological concepts.       
An Interpretive Paradigm 
Researchers work within a set of ontological (what is the nature of reality?), 
epistemological (what is the relationship between the inquirer and the known?), and 
methodological (how do we gain knowledge of the world?) beliefs, otherwise known as a 
paradigm (Denzin & Lincoln, 2005). Qualitative research generally, although not always, and 
this thesis in particular, fall within what can be referred to as an interpretive paradigm. 
Interpretivism assumes a relativist ontology and a subjectivist epistemology (Ponterotto, 
2005). Relativism fundamentally maintains that we cannot know reality outside of our 
subjective interpretations of it and therefore a singular, external, knowable Truth is beyond 
us. Instead, there are multiple, mind-dependent, and socially constructed realities. In line with 
these relativist assertions, epistemological subjectivism purports that researcher and 
participant interact to co-construct subjective reality. From this stance, as researchers we are 
always intimately a part of any understanding we have as what counts as knowledge; there 
can be no theory-free knowledge (Smith & Deemer, 2000). 
The philosophical assumptions expressed within an interpretive paradigm are quite 
discrepant, if not totally contradictory, to those that characterise traditional approaches to 
scientific inquiry. Specifically, traditional conceptions of science have been dominated by the 
positivist paradigm, which proffers a realist ontology and an objectivist epistemology 
(Ponterotto, 2005). Realists consider that a real world is out there and that a researcher can 
accurately and non-biasedly depict the truth of this objective reality (Angen, 2000). 
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Epistemologically, realists come to know a world that is separate and independent from 
themselves through the use of proper procedures, essentially scientific methods, which limit 
bias and enable objective access to reality (Smith & Deemer, 2000). According to Gergen 
(2001), these fundamental principles persist in psychological science as illustrated through 
the continued and pervasive assumptions that; a.) mental processes are available for objective 
study; b.) mental processes are causally related to environmental inputs and behavioural 
consequences; and c.) the experimental method is superior to all others in capturing these 
important relationships (p. 804).     
Approaching disordered eating in sport from an interpretivist rather than a positivist 
perspective, is therefore a decision that reflects my personal affiliation to the former‟s 
philosophical tenets. It is my belief as a researcher that contrary to common practice, the 
human sciences should not be studied in the same manner as the natural, physical or 
biological sciences. Traditional positivist science does not lend itself well to understanding 
the messy ambiguities, contradictions and rich individuality of human experience. In 
accordance with the thinking of Bruner (1990), psychology must move beyond the 
conventional ideals of reductionism, causal explanation and prediction towards a concern 
with meaning and interpretation, a “cultural psychology”. It is psychologists‟ dissatisfaction 
with the capacity of positivist science to depict the full complexity of personal experience 
that has led to the growth of more interpretive perspectives within the discipline (Bruner, 
1990, 2002; Gergen, 1985, 2001; Polkinghorne, 1988). Interpretive inquiry is sensitive to the 
notion that reality is relative to each individual‟s construction of it and therefore renders 
attempts at prediction and generalisation a futile exercise in the study of human experience. 
Instead, efforts should be directed towards detailed, individual accounts of the intricacies of 
subjective reality and how it is socially constructed.  
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Collecting Data in Interpretive Research 
Interviews are one of the most popular methods of data collection in qualitative 
inquiry and this can lead to some researchers not properly considering why they are suited to 
a given study ahead of other possible methods (Mason, 2002). Specifically, Mason advises 
that our choice of methods should reflect the nature of the research question and the 
underpinning ontology and epistemology to inform the study. For the studies in this thesis I 
chose to employ loosely structured, participant led, interactive interviews due to their 
compatibility with interpretivist philosophical assumptions. For example, if from a relativist 
position the reality of an experience is always a subjective interpretation, then it is the 
participant who is the expert of this subjectivity and therefore the participant who should be 
allowed to lead the direction of interviews. The decision to minimise interview structure and 
encourage participants to freely discuss topics from their own perspective is therefore in 
accordance with relativist assertions. Further, the use of an interactive form of interviewing, 
whereby the researcher actively responds to participant statements rather than rigidly adhere 
to a question guide, is also in tune with interpretive principles. This notion of an interview as 
“literally an inter view, an inter change of views between two persons conversing about a 
theme of mutual interest” (Kvale, 1996, p. 2) befits the epistemological contention that reality 
is a socially situated co-construction. A qualitative interview should therefore be concerned 
with constructing knowledge rather than excavating facts and the need to standardise 
questions with the futile hope of minimising bias is dissolved (Mason, 2002).   
Approaches to Interpretive Analysis 
The data constructed in interviews was subsequently analysed interpretively through 
techniques associated with interpretative phenomenological analysis (IPA; Smith & Osborn, 
2003) and narrative analysis. Although both these approaches to analysis do differ, both are 
essentially interpretive and possess a number of commonalities. Smith, Flowers, and Larkin, 
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(2009) explain that IPA holds a strong intellectual connection with various forms of narrative 
analysis as both approaches possess a central focus on meaning-making and understanding 
experience through the content of people‟s life stories. 
Why interpretative phenomenological analysis?   
IPA is heavily rooted in theories of phenomenology and hermeneutics. Smith et al. 
(2009) explain that “it is phenomenological in attempting to get as close as possible to the 
personal experience of the participant, but recognises that this inevitably becomes an 
interpretative endeavour for both participant and researcher” (p. 37). This commitment to the 
existence of a phenomenon out there (realism) qualified by the acceptance that this can only 
ever be interpreted rather than truly accessed (critical), has led scholars such as Fade (2004) 
to describe IPA as a form of critical realism. Critical realism or neorealism has been criticised 
for an untenable commitment to both a realist ontology and a constructivist epistemology 
(Smith & Deemer, 2000). In contrast, this thesis assumes a relativist position and therefore 
maintains that the interpretation of reality is the reality. 
 Having acknowledged this underlying philosophical distinction, I contend that it does 
not preclude the use of IPA as an analysis tool so long as the claims I make regarding reality 
are consistent throughout. Eatough and Smith (2008) state that there is room for reflection, 
development and inter-philosophical collaboration within IPA and I embrace this sentiment 
by proffering a form of IPA underpinned by more relativist principles. From this perspective, 
IPA‟s focus on rich descriptions and personal meanings of a given experience, both 
necessities in advancing understanding of disordered eating in sport, can be utilised without 
fear of philosophical contradiction.  A further rationale lies in IPA‟s origins and expansion 
within health psychology, a psychological sub-discipline closely aligned to a topic such as 
athlete disordered eating. Further, IPA serves as a particularly useful starting point due to an 
overt concentration on the content of participants‟ perceived experiences. Exploring what 
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issues are relevant to athletes disordered eating experiences is an appropriate way to begin 
when so few subjective accounts of such experiences are available.   
Although on completion of Study 1 I reflected on IPA as insightful and effective, I 
felt that as an approach to analysis the content of meanings participants‟ make of experiences 
is overemphasised at the expense of the processes by which these meanings were formed. 
Indeed, Smith et al. (2009) admit that although IPA appreciates that meanings are socially 
and culturally shaped, these processes are not its primary focus as in other methodological 
approaches. It is stated that IPA does subscribe to social constructionism but perhaps not to 
the extent of some narrative approaches. Consequently, a narrative analysis was considered to 
provide a more holistic, culturally sensitive account of subjective experience that could tend 
to not only what life with an eating disorder might be like but also how it came to be 
interpreted as so. Narrative duly served as the interpretive tool for each of the remaining 
studies, a full rationale for this is provided in the following section.       
Why narrative analysis? 
Narrative inquiry can take many forms but usually incorporates an analysis of the 
stories people tell as a way of understanding experience and action (Polkinghorne, 1995). 
Narrative theorists prescribe to the notion that it is through the formation of coherent life 
stories that meaning is given to life experience and identity is constructed (e.g., Bruner, 1990; 
Jarvinen, 2001). Smith and Sparkes (2009b) provide a list of reasons as to why narrative 
inquiry is a useful and beneficial approach for sport and exercise psychology research. Some 
of these reasons are discussed here with specific reference to research into eating disorders in 
sport. In the first instance, Smith and Sparkes emphasise that the interpretive assumptions 
that inform narrative inquiry can help enlarge the methodological repertoire beyond the 
(post)positivist perspectives that dominate sport psychology. This is a particularly valid 
rationale for eating disorders research, both in sport and more generally, which as previously 
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discussed within Chapter 1 possesses an especially emphatic bias for positivist ways of 
knowing. Narrative inquiry therefore provides a possible means to broaden understanding 
outside this unduly narrow knowledge base.  
It is also suggested that narrative‟s emphasis on individuals as relational beings 
encourages “a focus on the ways relations between people shape, enable and constrain lives” 
(Smith & Sparkes, 2009b, p. 6). Essentially, relationships with others, our social interactions, 
are crucial to constructions of meaning and experience. By viewing athletes‟ experiences of 
disordered eating in this way, as a collaborative endeavour, the varied roles of significant 
others can be acknowledged and attended to. For example, significant others such as coaches, 
fellow athletes and family members may all be impactful on how an individual interprets life 
experience, both as lived and retrospectively. All this provides rich opportunities to add 
unique insights into the intricacies of living with disordered eating as an athlete.    
An additional rationale is that narratives are sensitive to both the personal and social 
auspices of human experience. People‟s life stories are imprinted with idiosyncratic details 
that reflect personal circumstances and the specific context of the teller‟s perceived world. It 
is exactly these personal details of experience that are noticeably absent from current 
understanding of athlete disordered eating and therefore narrative work provides a means to 
gather this knowledge. At the same time, these unique stories are always social, in terms of 
being relationally constructed and in that they are mediated by the conventional narrative 
resources culturally available. Smith and Sparkes (2009b) address the connection between the 
personal and social when they state that “a person‟s own story and their experiences is 
shaped, facilitated, and constrained by narratives that circulate within the culture that he or 
she is immersed” (p. 5). Narrative inquiry‟s appreciation of the role of social “master 
narratives” in understanding experience provides an additional layer of interpretive insight 
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into how athletes make sense of their disordered eating. The result is a fuller, more complex 
account of how meaning is created.  
Finally, narrative approaches to research are closely aligned with issues of self and 
identity. Essentially, narrative theorists proclaim that identities are constructed through 
narrative and the stories people tell others. Like narrative then, identity is considered a 
performance and a relational production that is constructed continuously within social 
interactions. The concept of narrative identity is important as it concerns how constructed 
meanings of experience can impact on the self. With regards to this thesis, how stories of 
disordered eating impact on athlete identity represents another potential avenue from which 
to explore the experience. Given the importance of identity as a psychological construct, this 
is further motivation for the adoption of a narrative approach.      
Tensions in Qualitative Research 
The crisis of representation. 
The “crisis of representation”, according to Lincoln and Denzin (2000), asks “Can we 
ever hope to speak authentically of the experience of the Other, or an Other?” (p. 1050). For 
Sparkes (2002), this is an on-going crisis that complicates what was previously considered to 
be a direct link between written text and lived experience. Within an interpretive paradigm 
any experience is always a co-construction and a researcher should therefore be conscious of 
the constitutive role of their own written representations. In addition, some scholars 
emphasise that all writing styles, including traditional forms of scientific writing, are never 
innocent but rather value-laden, sociohistorical constructions (Richardson & St. Pierre, 2005). 
As such, the manner in which a report is written is hugely impactful for the manner in which 
a participant‟s experience is represented. This leads towards an ethical and moral dimension 
to the crisis of representation and the concern that our written reports do justice to the nature 
of the experience. The writing choices we make are essentially political concerns with moral 
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consequences (Sparkes, 1995). Whereas Lincoln and Denzin questioned whether we can 
authentically represent an Other, we might also ask whether we can fairly, sensitively, or 
morally represent them. It is important to deliberate such questions as in cases of 
misrepresentation participants can be silenced, disempowered and even angered (Gergen & 
Gergen, 2000).  
 Some researchers have provided thought-provoking accounts of the representation 
dilemmas confronted within research projects. In an example with particular relevance to this 
thesis, Kiesinger (1998) discussed the challenges associated with writing about the lived 
experiences of women‟s struggles with bulimia and obesity. Kiesinger is deeply in tune with 
the extent of her own role in depicting participants‟ stories through the production of creative, 
evocative accounts. She recognises that “the sentences we construct, the images we paint 
with our words, the characters we depict…are the products of our own experiences as well as 
the products of the relationships we foster and share with our participants” (p. 89). In turn, it 
is acknowledged that historical truth, in the form of exact times and places, was sometimes 
sacrificed in order to write a more powerful and emotionally engaging story. As such, 
throughout the writing process Kiesinger felt haunted by a strong ethical responsibility to 
produce a text that participants‟ could connect to. Resultantly, this ethical responsibility 
prompted the consideration of pertinent and challenging questions; would the account mirror 
participants own interpretations? Would participants see and “feel” themselves in the 
portrayals? What would participants say when they read the accounts of their own 
experiences? (p. 88). I argue that consciously engaging with such issues during the writing 
process can help ensure representations are not unethical misrepresentations, even if they can 
never be exact representations in a realist sense.  
Although Kiesinger‟s (1998) reflections pertain to the use of creative writing practices 
in interpretive ethnography, they are applicable to representation concerns in other forms of 
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interpretive study and resonate with my own eagerness to ethically portray the participants 
involved in this thesis. I regularly worried that the participants might judge my interpretations 
incorrect, and whether such a scenario would invalidate these interpretations. From a 
relativist standpoint, whereby realities are multiple and mind-dependent, contrasting 
constructions can live side by side, each providing a nuanced, intersubjective insight on a 
phenomenon. From this perspective, ethical representation must attempt to give voice to the 
teller, but that this need not be the only voice.  My writing should therefore allow 
participants‟ constructions of experience to live alongside my own, at the same time 
accepting that each informs the other. I sought to achieve this through the inclusion of 
frequent, extended participant quotes interspersed with my own analytical voice and the voice 
of the existing literature. The act of deciding which voices permeate a text and in what ways 
is an integral aspect of the writing process and is hugely impactful for how readable a text is 
and how well participants are understood (Sparkes, 2002).  
A further concern, albeit a related one, was how I should best write experience in a 
form that is engaging to readers. Endeavouring to create an engaging thesis is important as it 
enhances the potential impact of this thesis. This echoes Kiesinger‟s fears regarding 
producing a text that was sufficiently captivating. Postmodern approaches to qualitative 
research have made possible a variety of representation means, including fiction, poetry, and 
drama amongst others (Richardson & St. Pierre, 2005; Sparkes, 2002).  Many, if not all, of 
these new and innovative forms of representation hold considerable appeal for an emotionally 
powerful topic such as athlete disordered eating. As in the work of Kiesinger, the use of 
literary techniques more commonly viewed in creative writing can facilitate the production of 
an evocative and accessible account of the eating disorder experience. At face value, these 
more creative practices may be considered more appropriate for representing the data 
collected in this thesis than traditional, scientific styles of writing. As argued by Sparkes 
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(2002), the scientific, author-evacuated style, is often dull and dispassionate in its attempts at 
objectification through depersonalisation.  
Despite these convincing arguments, the creative forms of representation within this 
thesis are somewhat contained. Principally, this was a consequence of my own insecurities 
regarding my capacity to produce effective examples of more creatively inspired 
representations. Qualitative researchers need to be engaging storytellers (Wolcott, 1994), yet 
to do this well demands skill and concerted practice. The domination of positivism as the 
central philosophy of science has ensured that the majority of my experiences of reading and 
writing science have strayed little from the traditional. My engagement with interpretivism 
and other ways of knowing and other ways of writing, has been a comparatively recent 
occurrence in my academic career. As such, I feel that although my allegiances lie with 
postmodern approaches to representation, my expertise, for now, remains with the traditional. 
Consequently, from my perspective, to experiment with radically new forms of representation 
in this thesis risks misrepresenting the experiences of participants and commits a disservice to 
qualitative researchers who have painstakingly mastered alternative scientific writing. On the 
other hand, a slavish reproduction of the prototype scientific style is equally morally 
questionable given the propensity for such writings to disempower the participant. Rather, the 
writing in this thesis most likely falls somewhere between these two extremes.  
Van Maanen‟s (1988) descriptions of the various categories of scientific tale common 
in social research is helpful when seeking to more precisely situate the forms of scientific 
writing that permeate this thesis. Van Maanen discusses what he terms realist tales, which are 
most notably characterised by the absence of the author‟s personal voice in the final write-up. 
This mirrors the author-evacuated style of traditional scientific tales introduced earlier and 
according to Van Maanen, ultimately serves the same purpose in that it implies findings are 
“uncontaminated by personal bias” (p. 47). An additional feature of the realist tales is the 
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presentation of closely edited quotations, carefully selected to support a given theory or 
specific interpretation. For Van Maanen, the fundamental critique of such an approach is that 
the argument or interpretation offered is presented as fact and alternative interpretations 
cannot be gleaned from the report. Realist tales like this are widely acknowledged as the most 
prevalent form of qualitative writing in sport psychology, a reflection of the positivist history 
of the discipline. Each of the four studies that encompass this thesis is to some degree 
susceptible to the critiques of a realist tale. The most obvious example is perhaps the first 
study (Chapter 3), whereby participants‟ quotes are selected to illuminate the emergent 
themes and to support or refute theories available in the existing literature. In contrast, 
Sparkes (2002) argues that realist tales are not bad per se and can provide compelling, 
detailed and complex depictions of a social world. Sparkes outlines how realist tales may be 
modified, for example through the increased presence of the author‟s voice, in order to 
address certain critiques and provide an enhanced social representation.  
The notion of a “modified realist tale” might therefore best position my efforts at 
representing athletes‟ experiences of disordered eating. The modifications that have occurred 
were not premeditated or mechanistic but rather emerged through the process of conducting 
and writing each individual study. As such, the type and degree of modification varies across 
the thesis. For example, my own authorial presence is more pronounced in Study 2 than in the 
first study. Additionally, as the thesis progresses, there is far less reliance on brief participant 
quotations to affirm a single interpretation and greater faith is placed on allowing large 
passages of participant narrative that are open to multiple interpretations.  Further, in studies 
3 and 4, there are elements of what Van Maanen (1988) terms a confessional tale. In 
confessional tales the author is vividly present through a personalised and reflexive account 
of issues and tensions faced during the research process. These methodological dilemmas are 
impactful for the way data is collected and how interpretations are shaped yet are often left 
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“backstage” (Tedlock, 1991) in a typical realist tale. When appropriate, I therefore discuss 
such issues as a means to enlighten the reader as to the real research process with all its 
complexities and uncertainties. For example, in the penultimate study of the thesis I reflect on 
the impact of an unexpected participant revelation and confess how the information was 
integrated into the research process. I acknowledge that the discussed are but small 
modifications although I maintain significant ones. In particular, the confessional reflections 
that appear on occasions do not equate to a full confessional tale. Ultimately however, the 
divergence from a strict realist tale provided more freedom of representation and may also 
pave the way for more creative and experimental forms of writing sometime in the future.     
The crisis of legitimation. 
The “crisis of legitimisation” is the term used to describe how postmodern thought 
has problematized traditional notions of judging the worth of qualitative research (Denzin & 
Lincoln, 2000). Principally, the crisis of legitimisation questions the suitability of positivist 
concepts such as validity, reliability and generalizability to judgements about the quality of 
interpretive studies. Sparkes (2001) has classified the various means by which qualitative 
researchers have sought to justify the legitimacy of their work. He firstly outlines the 
replication perspective, which contends that the precise same validity criteria be applied to all 
forms of scientific study. Qualitative research should therefore strive for the same control, 
standardisation and elimination of bias that characterises the methods of a valid experiment; 
the benchmark for good science. Critically, replicating positivist validity criteria in 
interpretivist research represents something of a misguided strategy. For example, it is 
illogical to claim that there is no theory-free knowledge at the same time as attempting to 
minimise bias. As such, replicating judgement criteria from traditional science is normally the 
domain of researchers who hold realist assumptions and view qualitative research as purely 
supplementary to the more empirical findings of “proper” science.   
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 Sparkes (2001) goes on to identify the parallel perspective as an alternative to the 
replication position. He states that the parallel view accepts that qualitative research is 
supported by a contrasting paradigm to quantitative science and therefore warrants its own 
specific set of judgement criteria. Perhaps the most recognised example of parallel validity 
criteria is the concept of “trustworthiness” proposed by Lincoln and Guba (1985). 
Trustworthiness is achieved through the criteria of credibility, transferability, dependability 
and confirmability, which can be seen to parallel the concepts of internal validity, external 
validity, reliability and objectivity respectively (Bryman 2001). Achieving credibility might 
involve what is termed member validation, a process whereby a researcher asks participants 
to confirm the accuracy of interpretations. Sparkes expresses his discomfort with the parallel 
approach, for it is susceptible to the same philosophical critique levelled at the replication 
perspective. Despite the different terms and new techniques, the fundamental premise is the 
same as positivist judgement criteria; validity is ensured through method. As summarised by 
Angen (2000), proponents of interpretivism dismiss the validation of studies through 
methodological criteria such as member checking as adhering to positivist assumptions 
regarding a fixed external reality. Essentially, as all interpretations are constructed with 
unavoidable biases, there are no grounds by which to rank the participant‟s over the 
researcher‟s in terms of accuracy.  
Parallel perspectives on judgement criteria persist today (e.g. Long & Johnson, 2000; 
Porter, 2007). Adhering to these approaches can lead to what Ponterotto (2005) refers to as 
the “postpositivizing” of qualitative research (p. 127). To illustrate this process, Ponterotto 
cites several examples including the use of detailed, literature driven interview guides that are 
strictly standardized across participants. Such interview procedures pertain to the positivist 
principles of deduction and minimising bias and can encourage work that is insensitive to the 
idiosyncrasies of personal meanings. Further, Ponterotto identifies the calculation of the 
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number of participants that are represented in each theme as a popular but flawed method of 
analysis. The inference with this technique is that the more participant voices in a given 
theme, the more representative it is of the Truth of an experience. This is clearly rooted in 
traditional science‟s preoccupation with identifying universal laws regarding a phenomenon 
and can lead to studies that, unfairly, elevate the general above the distinctly individual. In 
contrast, interpretive research asserts that purely because one individual experiences an event 
differently to the masses, this experience is no less important or meaningful.  The face of 
qualitative research is therefore very much dependent on the philosophical views of the 
researcher, hence the importance placed on these issues within this chapter. Specifically, 
researchers who adopt replication or parallel perspectives and engage in gross 
postpositivising, sometimes produce work that is different to what qualitative work could or, 
arguably, should be. Although such studies may well be excellent and informative in their 
own right, they may not possess the necessary emphasis on subjective meaning that should be 
the hallmark of interpretive research. This is likely to be what Denzin and Lincoln (2005) 
were troubled by when they stated that the positivist and postpositivist traditions linger like 
long shadows over the qualitative research project. 
 Reconceptualising validity. 
In light of the critiques highlighted in the previous section, the studies within this 
thesis largely reject the replication and parallel perspective‟s postpositivist conceptions of 
validity and the methodological techniques they promote. In contrast, following various other 
qualitative researchers eager to honour the tenets of interpretivism, a reconceptualisation of 
validity is sought. Sparkes (2001) outlines how validity can be viewed as a diversification of 
meanings, whereby validity is not fixed but the product of social agreement, possessing a vast 
array of different meanings in different contexts. Angen (2000) attempts to simplify this 
“bewildering barrage” of new conceptions of validity by forming two broad categories 
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entitled “ethical validation” and “substantive validation” (p. 387). Ethical validation suggests 
that interpretive researchers must assume moral responsibility for the topics they decide to 
investigate, the questions they choose to ask, and the methods they select to answer them. 
Validity becomes something unconcerned with verifying Truth but rather an 
acknowledgement and fulfilment of moral obligation. Drawing on Angen‟s insights and 
taking on board Reissman‟s (2008) recommendations for challenging one‟s narrative research 
choices from inception to finish, I have considered the following ethical questions, amongst 
others, throughout the course of this thesis: 1.) Is the topic of human and social importance? 
2.) Are the research questions broad, fluid, non-directive and potentially consequential to the 
well-being of the participants and others like them? 3.) Do the research methods adopted 
prioritise the voice of participants, and acknowledge these voices as socially situated, co-
constructions? 4.) Are the research methods sensitive to the human condition and in particular 
participants‟ emotional states and needs? 5.) Is the output of practical significance to the 
participants specifically and more generally to the issue of concern? 6.) Are participants 
represented fairly, honestly, faithfully and under honourable motives? There are, of course, a 
mass of other ethical considerations that are confronted throughout the research process, 
often pertaining to the specific nuances of each study. Some of these ethical dilemmas are 
highlighted in the subsequent section of this chapter.  
In terms of substantive validation, Angen (2000) emphasises the importance of 
interpretive researchers acknowledging that their subjective prejudices interact with those of 
the participant and the sociocultural context in the construction of a given interpretation. 
Providing some details of this process can illuminate to the reader how and why a particular 
interpretation was arrived at. Similarly, a full engagement with understandings present in the 
existing literature also adds substance, as this too will inevitably hold some bearing on 
interpretations formed. Broadly speaking, Angen‟s notion of substantive validation seems to 
  
39 
 
address the need to work towards detailed transparency regarding the myriad of factors that 
determine how a researcher constructs a version of reality. Ultimately, if this is done well, 
readers should be able to source some insight, even if they perhaps do not agree with the final 
interpretations on offer. Richardson (2000), discussing his own criteria for judging his artful 
approach to ethnography, also specifies the substantive, reflexive and ethical alternatives to 
validity. Further, tapping more directly into the creative element of his work, he asks 
questions of its aesthetic appeal, its capacity for emotional and intellectual engagement and 
whether or not it seems real - “a credible account of a cultural, social, individual, or 
communal sense of the real” (p. 16). These latter notions of criteria fall within the last and 
most unorthodox of Sparkes‟ (2001) validity classifications - the letting go of validity 
perspective.  
Whether through the diversification of meanings or letting go altogether, scholars 
such as Richardson (2000) and Angen (2000) have contributed to the evolution of a new 
understanding of validity that is not preoccupied with the futile endeavour of verifying an 
independent reality there is no way of accessing, or, at least, knowing we have accessed. 
Reconceptualising validity in this way ensures that judgements continue to occur but in a way 
that better fits the goals of qualitative research and the philosophies of interpretivism. 
Henceforth, qualitative work does not descend into a world of “anything goes” but an 
acceptance that the judgement criteria we use are not fixed barometers of Truth, but rather 
constantly open to revision and adaptation and a product of what, for the time being, is more 
or less socially agreed to be indicative of good or bad research (Smith & Deemer, 2000, p. 
894).   
Ethical Considerations 
Although research ethics are of great importance in all forms of inquiry, they are often 
afforded particular attention in qualitative studies. The previously discussed suggestion that 
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interpretive research should, in part, be judged against the degree to which it is a moral 
venture (Angen, 2000; Smith & Deemer, 2000), encourages researchers in this field to closely 
engage with the ethical implications of the studies they conduct.  
Procedural ethics and ethics in practice. 
Guillemin and Gillam (2004) differentiated between “procedural ethics” - formally 
obtaining approval from an ethics committee - and what they define as “ethics in practice” - 
the on-going, everyday issues that arise in the process of doing the research (p. 263). The 
distinction between these two types of ethics is important as it highlights that ethical 
considerations in qualitative research do not end once clearance is granted by an ethics 
committee, but should remain in the conscious of the researcher who will have to face regular 
ethical dilemmas throughout the course of a study. Guillemin and Gillam suggest that 
adopting principles of reflexivity can help ensure that the broad procedural ethics considered 
at the outset continue to inform the more nuanced issues that emerge within ethics in practice. 
Reflexivity as ethics involves early consideration of what ethical issues might arise, as well as 
carefully scrutinising actions during the research process. It is suggested that much of this 
reflexivity should be centred on researcher-participant interactions which are described as 
“the substrate of ethical dimensions of research practice” (p. 275). Finally, Guilleman and 
Gillam are keen to emphasise that reflexivity does not prescribe specific courses of action for 
ethically important moments, but rather encourages sensitivity to what these moments are and 
provides a means by which appropriate responses can be conscientiously considered.  
Ethics in eating disorders research. 
Mindful of the discussed insights offered by Guilleman and Gillam (2004), I use the 
remainder of this section to outline some of the important ethical considerations, both prior to 
and during the studies of this thesis. As a project that qualitatively addresses a sensitive issue 
such as eating disorders, it was possible to anticipate that some interviews would involve 
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discussing distressful topics. Although the degree of distress is difficult to predict given the 
dynamic, participant-led nature of qualitative interviews, it is suggested that this is rarely 
above that experienced in everyday life and can be minimised through an interviewer‟s skill 
set (Corbin & Morse, 2003). Some of the key skills highlighted by Corbin and Morse include, 
but are not limited to, the ability to establish rapport and trust, capacity for reciprocity and 
self-disclosure, and sensitivity to participant needs. It is emphasised that such a skill set is 
difficult to learn through textbooks and training workshops but rather best developed 
experientially. Prior to commencing this thesis I had conducted over 11 hours of interviews 
as part of a qualitative study exploring the life of a male athlete with eating disorder 
experiences (Papathomas & Lavallee, 2006). It was through this process that I was able to 
develop many of the important skills necessary for effective, ethical, qualitative interviewing. 
Further, the expertise of my supervisor, Professor David Lavallee, as a counselling 
psychologist also assisted my efforts to be sensitive and supportive during delicate or 
distressing interview moments.        
There was no guarantee that the discussed steps to create a safe and minimally 
distressing interview environment would be successful, so it was important to be vigilant to 
situations where participants appeared severely emotionally troubled. Such a scenario 
presents the overarching ethical concern of this thesis; the tension between a desire to gain 
rich descriptions of often harrowing disordered eating experiences and the need to protect the 
participants from the distress that evoking painful memories can bring. It could be argued that 
persevering with a research interview when a participant is significantly upset is indicative of 
a researcher who values good data over participant well-being (Orb, Eisenhauer, & Wynaden, 
2000). In contrast, various scholars have stated that research interviews provide participants 
with the opportunity to work through a troublesome past and therefore hold therapeutic 
benefits such as catharsis, self-understanding and empowerment (Hutchinson, Wilson & 
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Wilson, 1994; Smith, 1999). From this perspective, an initially difficult experience can 
eventually prove positive. In this thesis participants were sometimes given space to continue 
exploring their experiences, whereas at other times an early cessation of the interview or 
change in topic was thought more appropriate. Such decisions were always a context specific, 
collaborative process between me and the relevant participant. In turn, informed consent was 
always an on-going endeavour (Kvale, 1996) with participants‟ rights regarding study 
withdrawal regularly reiterated, especially during difficult moments. A well-developed, 
mutually trusting and respectful researcher-participant relationship was essential on such 
occasions as it increased my sensitivity to participants‟ emotional well-being and ensured 
participants‟ felt sufficiently at ease to stop interviews when they perceived a need to do so.      
Summary 
 Qualitative research continues to gain increasing acceptance within psychological 
disciplines. This thesis contributes to this acceptance by applying a qualitative approach to 
the issue of disordered eating in sport. The specific methods employed are underpinned by an 
interpretive paradigm that assumes a relativist ontology and a subjectivist epistemology. 
Essentially, the philosophical premise adhered to is that in terms of human experience all 
reality is relative and dependent on each individual‟s construction of it. As such, participant-
led, interactive interviews that encourage participants to form subjective accounts of 
disordered eating experiences served as the principal data collection tool in each of the 
forthcoming studies. Likewise, modes of analysis that are sensitive to issues of meaning and 
how meaning is socially constructed, such as forms of narrative analysis, predominate 
throughout. The interpretive knowledge that is constructed in this thesis is done so with a 
firm appreciation of the dual crises of representation and legitimation. In terms of 
representation, due consideration is given as to how participant experiences can be best 
(authentically, fairly, morally) represented. With regards to legitimation, a 
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reconceptualization of the term validity, from its post/positivist meaning towards something 
that better reflects the objectives of interpretive inquiry, is offered as a more appropriate 
means to judge the research presented in the subsequent chapters. Reflexively engaging with 
the crises of representation and legitimation can be seen as a moral endeavour, which is 
complimented by a more direct ethical reflexivity that characterises ethics in practice. When 
researching the sensitive and often traumatic experience of disordered eating in athletes, such 
ethical responsibility is crucial. 
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CHAPTER 3 
 Athlete Experiences of Disordered Eating in Sport 
Abstract 
To date, research into disordered eating in sport has focused on the prevalence and the 
identification of putative risk factors. Findings suggest that elite female athletes participating 
in sports with a focus on leanness or aesthetics are at greatest risk. A paucity of research 
remains as to the period after onset and how existing sufferers manage their illness over time. 
In line with the principles of interpretative phenomenological analysis (IPA), this study 
“gives voice” to four athletes who have experienced disordered eating, documenting their 
personal accounts and interpreting these accounts from a psychological perspective. In-depth, 
semi-structured interviews were conducted and verbatim transcripts were analysed according 
to the procedures of IPA.  Three superordinate themes emerged from the data: the struggle to 
disclose, social support needs, and identity challenges. Athletes‟ stories provided rich 
descriptions of their subjective disordered eating experiences. Their accounts give critical 
insight into the impact of eating disturbance on the lives of athletes. Future research should 
continue to identify athletes with existing eating problems in order to improve understanding 
as to how such individuals can best be helped.  
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 Disordered eating is a useful umbrella term for a broad spectrum of problematic 
eating practices, ranging from unhealthy weight control methods to the severe pathology 
associated with anorexia nervosa and bulimia nervosa (Shisslak, Crago, & Estes, 1995). 
Thompson and Sherman (2009) discuss, with reference to the 2008 Olympic Games in 
Beijing, how competitive elite sporting environments and cultures might increase disordered 
eating risk in athletes. The problem is such that the International Committee‟s Medical 
Commission devised a thorough position stand addressing the issue (Sherman & Thompson, 
2006). Specifically, the position stand offered detailed information on the female athlete triad 
(interrelated conditions of disordered eating, amenorrhea, and osteoporosis; Yeager, Agostini, 
Nattiv, & Drinkwater, 1993), and guidelines as to how best prevent, manage, and treat this 
condition. The goal of understanding disordered eating within sport has developed into a 
popular and important line of inquiry for many researchers.    
The core hypothesis, based on a growing research base, is that intense pressures to be 
thin for performance gains may trigger onset in vulnerable individuals (see Dosil, 2008). 
Findings have generally shown that elite female athletes participating in sports with an 
emphasis on leanness or aesthetics, are at the greatest risk of disordered eating (Smolak, 
Murnen, & Ruble, 2000). This tentative conclusion has emerged from an abundance of 
prevalence studies, including a recent study indicating that female athletes in lean sports are 
more than twice as likely to experience clinically disordered eating patterns as non-athletes 
(Torstveit, Rosenvinge, & Sundgot-Borgen, 2008).  
Prevalence studies are important, but they should not form the chief focus of all 
disordered eating in sport research (Currie, 2007). Although studying prevalence provides an 
indication of the number of athletes with disturbed eating habits, and the types of sports that 
present the most risk, such studies give little insight into how disordered eating is 
phenomenologically experienced over time. A few studies have also identified key personal 
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risk factors (e.g., Fulkerson, Keel, Leon, & Dorr, 1999; Monsma & Malina, 2004) but these 
are limited by snapshot, cross-sectional designs that cannot identify whether a given risk 
variable is a cause, a symptom or a maintenance factor (Jacobi, Hayward, de Zwaan, Kraema, 
& Argas, 2004).  
To counter the dearth of developmental research, Petrie and Greenleaf (2007) recently 
suggested an approach whereby causal variables are assessed longitudinally, in order to 
establish their precedence in relation to outcome, thus qualifying them as risk factors. Their 
psychosocial risk factor model, adapted from Stice (1994), suggests that a complex interplay 
between various mediators (e.g., sport pressures, body dissatisfaction, restrained eating) and 
moderators (e.g., perfectionism, social support, self-concept) determine whether an individual 
develops eating pathology. Critically, Petrie and Greenleaf‟s model may be viewed as overly 
prescriptive, limiting understanding of risk factors to those that have been preconceived. 
Petrie and Greenleaf acknowledge that qualitative, inductive approaches may reveal factors 
previously unconsidered, thereby illuminating existing understanding of athletes‟ experiences 
of disordered eating. Further, their model‟s etiological emphasis, although useful for the 
development of prevention strategies (Jacobi et al., 2004), addresses only one facet of the 
illness. Issues relating to disorder maintenance and management are of equal importance but 
are rarely addressed in athletic samples. Indeed, Currie (2007) suggests that the most 
important issue to address is how best to help athletes with existing disordered eating issues.  
For the wider population, studies have shown that help in the form of professional 
treatment involves identifying, and subsequently eliminating, key maintenance mechanisms 
such as perfectionism and strict dieting (Fairburn, Cooper, & Shafran, 2003). There are, 
however, few empirical investigations that directly address athletes‟ disordered eating 
experiences over time resulting in minimal insights into issues of maintenance and/or 
management. Further, researchers rarely examine how disordered eating might impact on 
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athletes‟ personal “lifeworld”.  Consequently, support efforts for this population may lack 
specificity and, ultimately, efficacy. Studies that focus on individual athletes with actual 
disordered eating experiences, describing the illness process, are essential if clues to 
appropriate management strategies are to emerge. Although therapist knowledge of the 
specific sport context is reportedly useful in providing athlete patients with appropriate 
support (Johnson, 1994), there are few avenues for these professionals to retrieve such 
information.  Resultantly, as detailed by anecdotal evidence (e.g., Sherman & Thompson 
2001), athletes feel ambivalent towards treatment options and believe that their experiences 
are not understood by therapists. Research that gives voice to athletes‟ subjective 
perspectives on their struggles with eating may improve therapists‟ and sport practitioners‟ 
understanding and sensitivity to what is a unique experience, albeit an experience that is 
culturally and contextually shaped and limited by the narrative resources available at the 
time.  
This study aims to qualitatively explore athletes‟ experiences of disordered eating. 
Interpretative phenomenological analysis (IPA; Smith & Osborn 2003) will be used in an 
attempt to construct participants‟ understandings of their experiences as disordered eaters, 
providing an alternative insight into disordered eating. Weaver, Wuest, and Ciliska (2005) 
suggested that the understanding of disordered eating is often limited to the identification of 
behavioural responses, with scant consideration for the personal meanings individuals assign 
to their illness experiences. This study looks to redress this imbalance by highlighting 
athletes‟ personal perceptions whilst also placing these perceptions in the context of relevant, 
existing literature. As stated by Schwartz and Cohn (1996, p. 2) with regards to disordered 
eating research – “theories, figures, research, and methodology are based on real people”. 
The following report looks to bring such people to the fore in a manner absent from more 
traditional methodologies.     
  
48 
 
Methodology 
Recruitment and Selection 
 After receiving clearance from the university ethics committee, four females 
responded to materials recruiting individuals with experience of disordered eating within an 
elite sport context (see appendix B).  Small, purposively selected and carefully situated 
samples are the norm in IPA work (Smith, Flowers, & Osborn, 2009). I duly invited them to 
take part in an intake interview designed to explain the research focus and data collection 
methods, build rapport, and confirm the suitability of their experiences in relation to the study 
aims. The intake interviews lasted between 40 and 60 minutes, also allowing for the 
completion of information and consent forms (see appendix C & D respectively). Clinical 
diagnosis of either bulimia nervosa or anorexia nervosa was not a prerequisite for inclusion in 
this study. The rationale for this decision was to avoid omitting individuals with clinical 
symptoms that had simply not received a formal clinical diagnosis. Further, athletes studied 
in the literature more often experience disordered eating as opposed to specific clinical eating 
disorders (Smolak et al., 2000). These symptoms can be physically and psychologically 
damaging in their own right (Chamay-Weber, Narring, & Michaud, 2005).   
 Helen, Sally, Nina, & Rachel (pseudonyms). 
 I have provided a brief contextual synopsis for the participants, each of whom is of 
white ethnicity. The descriptions are in our words and reflect our interpretations of the 
athletes‟ stories. 
Helen is twenty-four years old and pursuing an academic career. As a young child she 
developed a passion for sport that was encouraged by her parents. Aged eight she began ice-
skating, which having quickly progressed to an elite level, soon became her life focus. Years 
later, while training for a national event, Helen collapsed on the ice. She was sixteen and 
weighed 35kg. 
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 Sally is a twenty-three year old Masters-level student who also has a history in elite 
figure-skating. Desperate to follow in her older sister‟s footsteps she began competing as 
early as five years of age. Immensely talented and committed, Sally would later be victorious 
in national and international events, before being employed by a professional dance company. 
Her experience was characterised by calorie restriction, bulimic episodes, and clinical 
depression.   
 Nina is a nineteen year old undergraduate student currently competing as a tri-athlete 
for Great Britain. She excelled at swimming as a child, before her school physical education 
teachers recognised her talent for triathlon. A year ago she was clinically diagnosed as having 
bulimia nervosa. At the time of the study, even though her binge-purge cycles have ceased, 
she engages in severe food restriction and has lost considerable weight. 
Rachel is eighteen years of age, the youngest of the four participants, and is also an 
undergraduate student. A naturally gifted distance-runner, she represented English schools (a 
representative squad of the best school aged athletes in the country) just over two years prior 
to participating in this study. This proud achievement was clouded by a preoccupation with 
weight and bulimic episodes. She no longer participates in athletics.  
Interpretative Phenomenological Analysis 
 A core goal of IPA is to describe the participant‟s subjective view of the world and 
the topic under investigation (Smith, Flowers, & Osborn, 1997). IPA seeks an “insider‟s 
perspective” (Conrad, 1987) on individuals‟ “lived experiences” and suggests this is achieved 
through a dynamic process involving both rich description and the researcher‟s own 
interpretations of these (Smith et al., 1997; van Manen, 1990). Smith (2004, p. 40) 
encapsulated these two goals by stating that “the participant is trying to make sense of their 
personal and social world; the researcher is trying to make sense of the participant trying to 
make sense of their personal and social world”.   
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The principles of IPA are rooted in phenomenology.  They draw heavily on the 
philosophical works of Husserl (1970) and Heidegger (1962), whose phenomenological 
perspectives refute positivist theories of knowledge in favour of the view that an individual‟s 
personal reality should be accessed through first person accounts of lived experience. IPA is 
therefore concerned with an individual‟s personal perceptions of a given experience, rather 
than attempting to produce objective statements regarding this experience (Smith, 1996). It 
leans towards Heidegger‟s hermeneutic phenomenology, which suggests we cannot bracket 
out our biases, but rather that we interpret experience based on our cultural and historical 
background, our “pre-understandings”.  
 IPA was considered as a methodological tool due to its origins and regular presence 
in psychological inquiry. Additionally, the dual commitment of IPA to the principles of 
phenomenology and hermeneutics make it a good fit in terms of yielding rich participant 
descriptions and combining these with psychological interpretation. IPA offers a subjective, 
meaning-centred approach that can illuminate, and add to, existing understanding of 
disordered eating in sport. Smith and Sparkes (2008) state that original versions of IPA 
present a form of neorealism. Problematically, a neorealist perspective is philosophically 
untenable in that a contructivist epistemology cannot co-exist with a realist ontology (Smith 
& Deemer, 2000). However, Eatough and Smith (2008) recently stated that as IPA is still 
becoming established there is room for reflection and development with regards to 
methodology, and they encourage dialogue with other philosophical stances. I therefore 
propose that IPA can function harmoniously as a methodological tool with interpretivist 
underpinnings that assert multiple realities without sacrificing any of the principal objectives 
of IPA research.       
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Data Collection and Analysis 
 Typically IPA studies involve in-depth semi-structured interviews to elicit verbal 
accounts (e.g., Cottee-Lane, Pistrang, & Byrant-Waugh, 2004), though the level of structure 
can vary. Limiting interview structure and the use of open-ended questions helps place the 
participant as expert, enabling unforeseen topics to emerge (Smith, 1995). For this study, the 
broad opening question – “Can you tell me about your life around the time you first began to 
display symptoms of disordered eating?” – was designed to encourage the participant to lead 
the interview. Subsequent questions were not pre-set but rather dependent on participant 
responses as a process of co-construction of meaning was embarked upon. A loose interview 
guide was prepared (see appendix E), which also included a small number of broad probes 
that were rarely called upon as participants invariably addressed such issues in due course. 
This interview strategy was considered imperative to stay loyal to the fundamental principles 
of IPA. I conducted interviews at my university office and each lasted for between 90 and 
129 minutes. I have conducted other qualitative work on eating disorders (see Papathomas & 
Lavallee, 2006) and have taken a counselling skills training course. As soon as possible after 
each interview, I spoke on the phone with my supervisor, Professor David Lavallee. Here, 
David‟s experience as a counselling psychologist provided emotional support if needed, as 
well as encouraging reflexivity and informal, preliminary analysis. Interviews were recorded 
digitally and transcribed verbatim. 
Data analysis, guided by the procedures of IPA (Smith 1995; Smith & Osborn 2003), 
involved reading each transcript several times to achieve a sense of familiarity of the account 
as a whole. Loose annotations were made that identified and summarised initial points of 
interest. These early impressions were later transformed into several, inductive conceptual 
themes reflective of the participants‟ accounts. Connections were then made between these 
themes and those that related to each other were clustered into superordinate categories. Once 
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all participant interviews had been analysed in this way they were cross-referenced to each 
other. Specifically, Smith (1996) encourages a cyclical process whereby themes are 
compared across cases and, where warranted, merged. This inductive “interrogation” enables 
commonalities and discrepancies across participants to be highlighted (Smith, 2004).  
Analysis continued into the writing-up phase with themes organised into a logical 
narrative account and illustrated using participant quotations. In turn, rich verbatim extracts 
were subject to the researcher‟s own overt, analytical interpretations. The goal was to provide 
a critical and conceptual commentary placing the participants‟ descriptions into a wider social 
context (Larkin, Watts, & Clifton, 2006). The researcher is empowered to be speculative and 
can ask questions such as “do I have a sense of something going on here that maybe the 
participants are less aware of?” (Smith & Osborn, 2003, p. 51). On this basis, tentative 
inferences were made, which with the phenomenological account still central, do not always 
agree with the views of participants. It is this process that is essentially the „I‟ in IPA. David 
acted as a “critical friend” through each analytical stage (Smith & Sparkes, 2002). David‟s 
role here was not to confirm or verify interpretations but to stimulate alternative views and 
encourage reflection on existing ones   
Results 
 Three superordinate categories emerged from the data and have been organised into a 
coherent narrative that is representative of the participants‟ lived experiences. These were: 
the struggle to disclose; social support needs; and identity challenges. Quotations, selected for 
their richness and capacity to relate to other themes (Smith & Osborn, 2003), are interspersed 
with my interpretations. The reader should note that given that participants were reflecting on 
past life experiences, their accounts reflect what meanings these experiences hold at the point 
of interview. These constructions are contingent on all subsequent experience, present 
context, and the narrative resources and motivations of the time (Reissman, 2008). Accounts, 
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therefore, may be different to what experiences once meant and what they may come to mean 
in the future. Frank (1995) also addresses this issue when he states “the stories we tell about 
our lives are not necessarily those lives as they were lived, but these stories may become our 
experience of those lives...Life moves on, stories change with that movement, and experience 
changes” (p. 22).    
The Struggle to Disclose 
 Participants found it difficult to disclose their disordered eating behaviours to others. 
They perceived a stigma to mental illness that contradicted their identities as athletes and 
duly experienced feelings of shame and embarrassment. Efforts to disguise their weight 
concerns and disordered eating behaviours were often successful but led to feelings of 
isolation and prevented participants from receiving proper support. Coupled with this 
eagerness to conceal was a desperation to disclose. This conflict proved an ongoing struggle 
and is most prominent in Nina‟s narrative: 
I was just a recluse. I would make excuses to not go and see people or not go out and 
socialise…obviously I put on a front to say that I was fairly happy and you know, “oh 
I‟m having a crap season”, you know, “I‟m just a bit bummed, bit de-motivated by it 
all”, but I wouldn‟t tell them I was binging or purging at all. I didn‟t want them to 
know 
 
Nina‟s lack of disclosure forces her to withdraw from relationships to the extent she feels “a 
recluse”. This seems easier than suffering the burden of deceit involved with constantly 
concealing her true, disordered self. It also reduces the risk of undermining her social identity 
via other elite athletes knowing about her mental weakness. Inevitably, with support avenues 
closed, Nina descends into an emotionally unstable mental state. It is amid this psychological 
trough that the need to disclose is at its greatest, surpassing any fears of shame: 
in the end I had to tell them because it was only fair that they knew really, and I 
needed help at that time and I think I thought, you know, I‟ve got to tell them because 
I need to start getting help with it…and that‟s what I did  
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Nina duly experienced many benefits from her disclosure, particularly in terms of social 
support. Sally‟s experience of disclosure was initially less successful. Sally was fearful of her 
mother who was demanding of success and hugely involved in her skating career. As Sally 
moves into the professional ice show arena her struggle to disclose intensifies: 
I was suicidal a lot of the time and I think he (boyfriend) was just really 
concerned…and I was just so…I can‟t even explain really how I was like and he was 
the one that suggested going to see the GP…I kind of wanted to tell someone that was 
out of the loop because there was no one really, even my boyfriend worked for the 
same company 
 
Feeling suicidal, Sally struggles to communicate into words what her mental state was like at 
this point. She desperately wants support and is aware it is dependent on disclosure. Sally is 
unable, or unwilling, to disclose to people within the show, which rules out most, if not all, of 
the people she knows. In direct contrast to Nina, the fear of stigmatisation outweighs the need 
for support in what is an ongoing struggle for Sally. Although she eventually confides in her 
GP/physician, she only discusses her depression and not her disordered eating issues. 
Social Support Needs 
 Participants discussed the impact of receiving and not receiving social support on 
their respective experiences. A lack of social support, a lack of understanding, fear of 
burdening others, and parental support emerged as the key themes. 
 A lack of social support. 
 Given the previously identified “struggle to disclose”, there was a perceived lack of 
social support across the board. Rachel expressed a distinct sense of isolation from her peers: 
I felt like my friends, none of my friends were like runners or training as much as I 
was so there was no one else close to me had, like, anything to compare it to, I don‟t 
know if they did, but at the time it was like, only me…that felt crap…about it 
(weight)  
 
As none of Rachel‟s friends compete to the same level, she feels alone when facing the 
associated stressors. In highlighting a lack of opportunity to “compare” experiences with 
others, Rachel underlines her naivety with regards to weight-related concerns and how best to 
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confront them. Without peers to act as a frame of reference she naturally feels unguided and 
uncertain, which contributes to her distress. How typical are her experiences? Are her fears 
justified? In Rachel‟s world, she is the only person that feels dissatisfaction with her body 
weight.  
The demands of sport may also limit peer support by more simple means. Often 
athletes are required to move away from home to receive expert coaching and consequently, 
as in the case of Sally, leave behind important friendships:  
I don‟t know, I guess I kind of just wanted to be looked after but I wasn‟t…I had two 
really close female friends at home that I‟d known for fourteen years but when I 
moved away they, I don‟t know what happened really, I lost touch…it was such a big 
hole in my life not having those close friends there  
 
Wanting to be “looked after” is an almost childlike desire and perhaps indicative of the 
vulnerability and helplessness Sally feels amid incessant pressures to lose weight. The “hole” 
metaphor connotes the impact of lost friendships. There is an incompleteness, a gap in 
resources, that hinders Sally‟s ability to cope.  
 A lack of understanding. 
 Some of the athletes perceived a lack of understanding of mental illness and this was 
considered a barrier to receiving social support: “I just don‟t think he knew how to deal with 
it himself really, a lot of people I don‟t think do know how to approach those issues with 
someone. Just turn a blind eye really I think”. Sally suggests the nature of mental health 
conditions makes it difficult for potential support providers, her boyfriend in this instance, to 
know exactly how they might help. In many ways psychological issues are covert and taboo. 
This taboo makes broaching the subject awkward and comprehending it, a struggle. As she 
implies, it may be less threatening for people to turn a blind eye and avoid than to assist. 
A lack of knowledge and understanding was not limited to lay people, as indicated by 
those athletes who experienced consultations with medical professionals. Nina expressed 
great dissatisfaction with an eating disorder specialist:  
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…seeing the psychotherapist his opening sentence for me was “why do peacocks have 
such nice, pretty, fanned feathers?” and I was like “well, to attract a male”, “yes, 
that‟s why women have, you know, fat round the breasts and you know the thighs and 
everything, you know, to attract the male”…they don‟t see it as a sporting issue 
 
The therapist‟s peacock analogy represents a crude attempt at cognitively reframing Nina‟s 
perception of the feminine ideal. Her frustrations are palpable as the analogy bears little 
relevance to her experiences as an athlete with disordered eating. Her speedy intolerance 
however is perhaps also indicative of an underlying discomfort with psychological therapy. 
This interpretation seems feasible given the following statements that contradict Nina‟s 
frequent, repeated claims that she is in the process of seeking help: “I don‟t like saying I‟m 
seeing the psychologist…I stereotype it as you‟ve got a head issue”. Clearly, the stigma 
associated with professional support perturbs Nina seemingly more than her disordered eating 
does. It serves as official confirmation of her mentally ill status, thus impeding on her 
sporting self-concept.  
 Fear of burdening others. 
 Participants were not always ready to take advantage of potential support. The 
following passage from Sally illustrates this well: 
I just feel guilty about off loading on to them…I feel I just don‟t want to worry them 
and I don‟t want to, I feel like I can just, you know, I‟ll get through it on my own 
really but…I haven‟t really…I just don‟t want to come across as someone that‟s just 
constantly, you know, not moaning but, like, getting down 
 
She uses the term “off loading”, which carries quite stark negative undertones of somebody 
selfishly inflicting all of ones‟ problems onto a reluctant other. Believing she will burden her 
friends she fears their opinion of her may be lessened. This is a distressing prospect for Sally 
who duly attempts, albeit unsuccessfully, to “get through” alone.  
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 Parental support. 
 Parental support was of great significance to all athletes and it was usually discussed 
in terms of its perceived beneficial effects. As Helen began to lose weight, her parents 
intervene: 
They always expressed concerns and had chats with me although at that stage…I 
didn‟t really think anything was the matter. So I just told them “I don‟t know what 
you‟re going on about but thanks for being concerned” and, like, you know, “it‟s nice 
to know if something was the matter with me you‟d be there” 
 
As Helen does not perceive herself to have a problem she is content in brushing aside her 
parents‟ concerns. Their efforts appear not to be wasted, however, as she is made aware that 
support is available should she need it. Accordingly, when she eventually becomes aware of 
her problem, she turns to her parents first: “I just went home and cried and cried with my 
mum and said to my mum that I wanted to go back to the doctors”. 
Identity Challenges  
 Disordered eating experiences impacted greatly on each athlete‟s identity. Many of 
the challenges centred on the participants‟ athletic identity and were therefore specific to 
athletes‟ experiences. Constituent sub-themes consisted of the disordered self versus the 
athletic self, the struggle to withdraw, a continued struggle and making sense of illness.  
 The disordered self versus the athletic self. 
 First and foremost, athletes experienced a huge discrepancy between their athletic-
selves and disordered-selves. The struggle between the two figured throughout each 
narrative, often impacting on the other key themes. The conflict became more overt as 
pathological behaviours persisted and worsened:  
I would compromise my training to have a binge, that‟s how unbothered I was about 
myself as an athlete…being such a competitive and committed person to my sport, to 
not be too fussed about missing a session or, you know, cutting it short to have a 
binge. That kind of reflects how low in my trough I was  
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Nina‟s bulimic symptoms contrast significantly with her conception of an athlete as 
“competitive and committed”. Moving from this conception to being “not too fussed” 
represents a serious threat to her athletic self. She continued:      
I just want to stay in bed with the curtains drawn and just withdraw and as I said that‟s 
not what I feel like normally, that‟s not who I am, you know, normally I can‟t wait to 
get out of bed to see the day, to do training 
 
Nina rejects her disordered, unmotivated self, stating “that‟s not who I am”. Her subsequent 
outline of her former self, energised and motivated, is prefixed by the word “normally” 
emphasising this as her “real” identity ahead of her current “abnormal” one. As the disorder 
persists however, the less of the real Nina we see and this is clearly troubling for her.  
The struggle to withdraw. 
 Each of the athletes experienced a struggle as to whether or not they should withdraw 
from their respective sports: 
Rachel: It‟s just like, you don‟t want to do something but you know, well I knew, I 
felt like I had to, it was something I had to do. There was no way I could turn round to 
anyone and say “oh look I don‟t want to do it anymore” 
 
Interviewer: Why was that? 
 
Rachel: ...because I felt like it was what I did…(long pause)…it was just what I did 
and I couldn‟t turn round to anyone and say “I can‟t do it because…”, it just didn‟t 
even seem like a possibility, it didn‟t seem like there was an option. Just something I 
had to do 
 
Rachel‟s sporting experiences deteriorate such that she would rather stop competing yet she 
feels obliged to continue. She reasons “it was what I did”, which implies that being an athlete 
is so ingrained in her sense of self that a lack of motivation and enjoyment will not interrupt 
her involvement in anyway. The view is reinforced by significant others, emphasising an 
athletic social identity that acts as an added pressure to persist. If she is no longer Rachel the 
athlete, who is she? The prospect of such identity loss is too daunting to contemplate.  
The athletes who managed to successfully cease competitive sport described a 
broadening of identity as an important element of the process: 
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I know most of them (fellow skaters) didn‟t do GCSEs. They‟ve gone from skating to 
the show, they don‟t know anything else out of that, whereas I did know that there is 
more to life than just that, and I think that‟s what I realised when I left the show when 
I went to uni and that‟s what made me so much happier and made the problems less  
 
Sally perceives her background in education gave her an awareness that there may be more to 
life than sport. This perception is illustrated when Sally commences higher education and 
becomes successful. Achievement in a different domain serves to broaden Sally‟s identity 
and ease the withdrawal process. Helen‟s experiences are of a similar vein: 
I actually did have a brain and that I could use it and I started to do really well so…I 
think that I found something else that I was good at so it hasn‟t upset me too much 
 
The link between success in academia and a less troublesome move out of sport is reiterated. 
A new, or broadened, sense of self reduces feelings of identity loss. 
 A continued struggle. 
 Once removed from the elite environment there was some alleviation of the severity 
of disordered eating symptoms, although all the athletes discussed a continued struggle with 
issues regarding food and weight:  
I still think sometimes oh I need to, like, I should be this weight and a lot of the time 
I‟m just not really that happy or content with what I see in the mirror or when I weigh 
myself and I mean obviously I‟m not doing it for sort of the sporting reasons but it‟s 
still there really, like underlying, it‟s still sometimes there and I go through stages. 
I‟ve almost come to terms with the fact that maybe I will always have that 
 
Sally expresses a continued dissatisfaction with her body and weight. She emphasises that 
although the appearance-based pressures of elite figure skating are gone, her concerns persist. 
Sally accepts some dissatisfaction may pervade her life, indicating a permanent change in 
self. Helen reflected on her own enduring issues: 
when you have an eating disorder it just doesn‟t last for that period of time that you 
have it, it does carry on into your life and sometimes you don‟t always get over it. I 
would never let myself lapse into that situation again now because I can see the signs 
but I think you always carry a little bit of your past with you  
 
As with Sally, the implication is that though the absence of sporting pressures eases concerns 
about weight, many issues prevail albeit less dominantly.  
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 Making sense of illness. 
 Participants often tried to find something meaningful from their experiences. This was 
useful in terms of making sense of illness. Helen provided a sound example of how she has 
drawn positives from her ordeal: 
you should never regret something that‟s happened but be glad it‟s happened and 
learn from it, so I‟m glad it‟s happened because I‟d never do it again. I‟m always, 
always aware now…I‟m glad to have lived that experience 
 
Helen sees futility in harbouring regrets, instead choosing to be happy at having gained 
valuable knowledge and experience.  A lesson has been learnt that ensures she is “always 
aware” and will avoid such extreme behaviour in the future. Perceiving a positive outcome is 
important in terms of understanding and acceptance. Rachel was also able to draw positives 
though not all elements of her experience were considered beneficial:  
God if I hadn‟t have changed coaches and started to hate it so much, if I‟d just kept 
doing it because I enjoyed it, then maybe I‟d have got to that level. If I watch races on 
telly I‟m like “oh I wish I was still racing and competing and enjoying it as I used to”  
 
Rachel expresses a deep regret at having changed coach. She feels the change contributed to 
her disordered eating and ultimately not reaching her full potential. By regretting the past, as 
opposed to accepting it, Rachel is unable to properly move forward with her life.  
Discussion 
 This study adds to existing knowledge of disordered eating in sport by documenting 
athletes‟ personal meanings and subjective experiences of the life as lived. I now discuss the 
three emergent categories in relation to appropriate literature and research and in terms of 
their implications for sport practitioners and therapists. Given the cases in this study are not 
representative I do not provide practitioners/therapists with specific or definitive guidance as 
to how individual athletes be treated but rather offer how an appreciation of the sporting 
context might inform some decisions on practice.     
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The struggle to disclose emerged as a significant stressor for athletes as they grappled 
with a fear of disclosure and a need to disclose. Most of the athletes felt ashamed of their 
illness and, fearing further stigmatisation, took various steps to conceal it. Similarly, 
Petterson, Rosenvinge, and Ytterhus (2008) recently found that in patients with bulimia, the 
need to preserve dignity and avoid stigmatisation was so great that a “double life” was led 
whereby dishonest strategies of concealment were employed.  Other research has found that 
feelings of shame and fear of stigma are prominent barriers to help-seeking (Hepworth & 
Paxton, 2007) and not fully disclosing in treatment settings (Swan & Andrews, 2003). This 
stigmatisation may be accentuated in an athletic domain where mental strength is valued both 
culturally and in terms of individual identity. From a developmental perspective, identity 
formation is dependent on what, at the end of childhood, individuals mean to themselves and 
to significant others (Erikson, 1977). Disclosure may endanger these established personal and 
social understandings of self, thus posing a threat to identity. Therapists encountering athletes 
in treatment settings, or coaches who suspect disordered eating, should be mindful that one‟s 
status as an athlete may magnify perceived stigma potentially minimising their willingness to 
disclose.  
Echoing Nina‟s narrative specifically, it is further suggested that the act of 
concealment is in itself exhausting, mentally and physically, leading to feelings of shame and 
social isolation (Petterson et al., 2008). It is this negative affect and lack of social support that 
contributed to athletes‟ desperation to disclose and the consequent conflict with their desire to 
conceal. Regardless, three athletes avoided disclosure until near emotional breakdown. This 
finding is again consistent with the Petterson et al. (2008) study that found that eventually the 
need to talk becomes stronger than the need to hide. This is a painful process to endure that a 
therapist‟s concerted efforts to de-stigmatise (see Gowers & Shore, 1999) might prevent. 
Researchers in psychology should look to explore how perceived stigma differs between 
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athletes with disordered eating and sufferers in the “normal” population, as well as its impact 
on their life experience and their ability to disclose and receive appropriate support and 
treatment. 
 Athletes generally perceived a lack of social support with their eating problems and 
were dissatisfied with much of the support they did receive. This is consistent with a previous 
study that found eating disorder patients experienced impaired social networks, reported 
lower levels of actual emotional support, and were more dissatisfied with received support 
than their healthy counterparts (Tiller et al., 1997). Even after they had disclosed, athletes 
feared appearing to be a burden to support givers and so were less likely to make use of them. 
Given the largely negative impact of disordered eating on care-givers (Honey & Hasle, 2006) 
this fear of burden may not be without foundation. Further, there was some concern 
expressed with regard to the competence of therapists, particularly with regards to 
understanding a sporting case, which discouraged athletes to engage with professional 
support. This corresponds with the findings of Sherman and Thompson (2001), who suggest 
athletes with eating problems often feel misunderstood by mental health practitioners. That is, 
athletes feel their experiences are not fully appreciated by professionals who are more 
practiced in dealing with non-athletes. To counter this misunderstanding, disordered eating 
specialists may benefit from an appreciation of sport and its associated cultures. Gardner and 
Moore (2006) express a similar sentiment when they suggest treatment of mental issues in 
athletes can be facilitated by knowledge of the sport experience.  
Athletes described the absence of support as something that added to the difficulty of 
their experiences. Whether this finding translates as the presence of social support potentially 
assisting recovery is an issue for debate. Rorty, Yager, Buckwalter, & Rossotto (1999) 
reported that individuals in remission from bulimia possessed a greater number of emotional 
support suppliers than those who were symptomatic. Due to the cross-sectional nature of this 
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study it is difficult to decipher the causal direction of this relationship. Specifically, does 
increased social support facilitate recovery or vice-versa? The narratives of the participants 
suggest the former, as symptoms were alleviated after disclosure and the availability of 
support. Longitudinal studies are needed to investigate the impact of social support, from a 
multidimensional perspective, on disordered eating over the entire course of the illness. Such 
studies will be particularly useful with athletic samples where social support research has 
predominantly focused on the impact on either coping with injury or performance (Holt & 
Hoar, 2006) rather than disordered eating issues.  
Identity issues, in particular the presence of a strong athletic identity, shaped many 
aspects of the athletes‟ experiences. Athletic identity has been defined as the degree to which 
an individual identifies with the athletic role and its related social status (Brewer, Van Raalte, 
& Linder, 1993). Brewer and Cornelius (2001) further conceptualised athletic identity as a 
three-factor multidimensional construct whereby the first order factors of social identity, 
exclusivity and affectivity contribute to the overall higher order factor of athletic identity. 
Social identity is considered the extent that an individual adheres to the athlete role, 
exclusivity refers to the extent that self-worth is determined solely by performance and 
negative affectivity is the extent that negative affect occurs given unsuccessful performance 
(Hale, 1995). 
Athletes in the present study perceived their disordered self as incompatible with their 
athletic conceptions of self and this caused considerable stress. Identity theorists suggest 
large discrepancies between “what is” and “what should be”, or “the real self” and “ideal 
self”, can be a source of anxiety (Adams & Marshall, 1996). To this end, disordered eating 
represents a threat to athletes‟ athletic identities, with its associations with vulnerability 
creating distance between the real and the ideal. Such a “battle for self” places a great burden 
on athletes and contributes significantly to the overall anguish of the disordered eating 
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experience. Athletes often coped by attempting to reject the disordered self as a temporary, 
intruding, entity that will eventually submit to the real athletic self. Smith and Osborn (2007) 
noted a similar process in individuals who experienced unwanted changes in self as a result 
of chronic back pain. To speculate, though such rejection of an unwanted self may, 
temporarily, preserve the preferred self, it may also serve as a form of denial which hinders 
recovery. Therapists may need to consider methods as to how a disordered self can be 
acknowledged, and consequently addressed, without it encroaching on the preferred self.   
Although withdrawal from sport was often considered a potential escape from 
sporting pressures and associated disordered eating, all the athletes found the idea troubling 
and, to a large degree, unfeasible. Upholding the role of an athlete to oneself and others 
(social identity), was too pivotal an aspect of the self (exclusivity) to simply move on from. 
Athletes seemed ready to endure psychological illness rather than risk identity loss. This 
preference stands to reason given individuals with strong athletic identities traditionally find 
transitions out of sport difficult and emotionally disturbing (Grove, Lavallee, & Gordon, 
1997). Athletes who eventually did manage to withdraw, did so by broadening identity 
through an alternative endeavour (e.g., academia), thus reducing the exclusivity of their 
athletic identities. Again, this is consistent with other citations of more successful transitions 
out of sport (e.g., Grove et al., 1997). This finding represents an important consideration for 
therapists and the coaches they advise, who often insist on complete cessation of sporting 
activity, particularly if the athlete has anorexia nervosa and is symptomatic (Sherman & 
Thompson, 2001). It may be beneficial to devise ways to broaden athlete identity to facilitate 
this process. It is, however, worth noting that a more successful transition did not translate to 
a complete alleviation of symptoms, supporting suggestions disordered eating in sport can be 
pathological and chronic as opposed to purely behavioural and transient (Papathomas & 
Lavallee, 2006). 
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Narrative psychologists suggest individuals subject to trauma, experience a disruption 
of their life narrative that serves as a threat to identity (Crossley, 2000). Participants‟ efforts 
to seek positives from an essentially negative experience can be viewed as an attempt at 
regaining coherence and meaning through narrative restructuring. Such a process is crucial to 
psychological well-being (Smith & Sparkes, 2008) and links well to similar perspectives that 
suggest understanding, acceptance and an evolving identity are important if an individual is 
to move on from a deeply troublesome experience (Harvey, Weber, & Orbuch, 1990). The 
harbouring of regrets however, as evident in Rachel‟s narrative, may well thwart such 
progress. Those approaching treatment from a counselling standpoint may encourage the 
formation and telling of narrative accounts of experience.   
In conclusion, the use of qualitative methods, and specifically IPA, has provided an 
alternative account of how athletes themselves perceive the experience of disordered eating in 
sport. Athletes‟ personal perspectives can provide therapists with knowledge of how sport 
impacts disordered eating. The conflict between the disordered self and the athletic self poses 
a major threat to identity and manifests itself in terms of increased feelings of shame and 
stigma, which can limit access to appropriate sources of support. A reduction in the 
exclusivity of athletic identity may be necessary to ease identity loss should a move away 
from sport be desired. The largely retrospective interviews used in this study enabled access 
to disorder development and process.  
Moving forwards, a number of pertinent issues warrant further exploration in the 
subsequent sections of this thesis. There appears to be a strong relational element to athletes‟ 
disordered eating experiences, whether it is the frustration of being misunderstood by others 
or the comfort gained from parental support. The social bonds and interactions that compose 
a life are hugely impactful on experience and therefore should continue as a thesis focus. 
How these relational influences contribute to an athlete‟s identity and changing sense of self 
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also demands on-going consideration. Further, given participants‟ made sense of their illness 
through their interpretations of the past, exploring the processes by which such interpretations 
are arrived at may illuminate how the disordered eating experience is constructed. 
Essentially, what are the processes by which athletes give meaning to experiences? How is a 
personal, subjective reality constructed? In essence, it is important to not only address what 
the experiences are but also how they were constructed. Shifting the focus from what the 
issues are, to what they are and how they were constructed, demands participants be afforded 
more time for reflection and deliberation. As such, the subsequent two chapters incorporate 
extended life-history data therefore allowing an exploration of the narrative processes that 
constitute experience. The detailed representation of the lives of two athletes with disordered 
eating experiences also maintains the Study 1 emphasis on giving voice to these athletes and 
the importance of subjectivities in illness.                 
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CHAPTER 4 
A Narrative Analysis of an Athlete with Disordered Eating 
Abstract 
Positivist perspectives dominate eating disorder research, particularly that conducted within 
sport. Interpretive approaches can provide alternative insights into the existing medical 
understanding. This study draws on narrative theory to interpretively analyse the life-story of 
Holly, a female athlete who engages in severe self-starvation. More than 7 hours of life 
history data was gathered over a period of 8 months through unstructured interviews. Holly‟s 
life is characterised by a struggle to align her life experiences with a culturally specified 
“achievement narrative” that lauds normative success. When neither her academic nor 
sporting endeavours are perceived to fulfil the achievement narrative, Holly is thrust into 
emotional turmoil and begins to conceive of self-starvation as a means to achieve. Holly‟s 
narrative is in many ways fractured and void of the coherence necessary to move on from her 
troubles. Suggestions are offered as to how narrative realignment and coherence can be 
encouraged through narrative therapy.   
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The 5
th
 edition of the American Psychiatric Association‟s Diagnostic and Statistical 
Manual of Mental Disorders (DSM5) is due for release in May 2013 and within it are a 
number of proposed changes for how eating disorders are clinically defined (American 
Psychiatric Association, 2010). The tentative and provisional revisions, which include 
reducing the stringency of certain diagnostic criteria, underline the ever-evolving complexity 
and uncertainty regarding what exactly constitutes an eating disorder. It is apparent that the 
considerable attention afforded to eating disorders, from both academic and media circles, is 
not matched by an understanding of these conditions, particularly in terms of how they are 
experienced.  It is known that the prevalence of eating disorder behaviours is rising in both 
males and females (Darby et al., 2009) and that in the extreme, as with anorexia nervosa and 
bulimia nervosa, can lead to serious health consequences and even death (Mitchell & Crow, 
2006). What is not known, despite the best efforts of enlightening risk-factor models (Stice, 
1994), is precisely how such conditions are caused. We remain similarly unaware as to the 
most effective path to cure. Treatment strategies are poorly evidenced for anorexia nervosa 
(Bulik, Berkman, Brownley, Sedway, & Lohr, 2007) and the better-understood bulimia 
nervosa can only be expected to deliver an imperfect successful treatment outcome of 50% 
(Wilson & Fairburn, 2002).  
One relatively recent branch of the eating disorders body of research concerns the role 
of sport in precipitating such conditions. The suggestion is that pressures to be thin for 
performance gains saturate the sporting environment and this places athletes at increased risk 
of eating disorder development (Dosil, 2008). Athletes considered most vulnerable are elite 
females participating in “lean sports”, such as figure skating and gymnastics, where the focus 
on weight and thinness is particularly overt (Smolak, Murnen, & Ruble, 2000). A variety of 
prevalence studies support this sport-eating disorder relationship and point towards as much 
as twice as many athletes than non-athlete controls possessing clinical eating disorders 
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(Torstveit, Rosenvinge, & Sundgot-Borgen, 2008). Mirroring the path of the literature base 
that spawned it, research into the possible causes of eating disorders in sport has also 
produced inconclusive results. Due to a dearth in risk factor studies, there are few certainties 
as to the exact mechanisms that lead to the occurrence of eating disorders or disordered 
eating in athletes (Petrie & Greenleaf, 2007) and only speculative accounts exist as to best 
practice in terms of athlete specific treatment provision (Currie, 2007; Sherman & Thompson, 
2001).  Surveying the landscape then, it is suggested that the understanding of eating 
disorders, in both general population and athletic samples, continues to be a partial affair.  
Although it is important not to discredit the advancements made by medical research, 
it is surprising that it persists as such a univocal approach given the discussed confines of its 
progress.  Discussing anorexia nervosa specifically, Botha (2009) asserts that the abundance 
of existing aetiological theories have materialised through structuralist ideas with positivist 
epistemologies. He goes on to claim that these theories have produced a research base 
overwhelmingly focused on causes, clinical features and treatment outcomes at the expense 
of experiential features. Rich (2006) is in agreement and has stated that the dominant medical 
perspective, although useful and necessary, offers scant consideration to the human 
experience element of eating disorders. The absence of personal experience accounts is 
nowhere more evident than in the disordered eating in sport literature where the medical 
stance reigns supreme and there are regular calls for more qualitative, meaning centred 
studies (Byrne & McLean, 2001; Petrie & Greenleaf, 2007).  
The previous chapter provided the literature‟s first concerted documentation of 
athletes‟ perceptions of their disordered eating experiences. The quotes included in the 
analysis offered information rich descriptions of what being an athlete with an eating disorder 
is like. Some of the most prominent themes included the tension between a fear of disclosure 
and an eagerness for social support. There were also identity challenges in terms of 
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integrating a disordered self into an athletic self and the implications of this for both sporting 
competition and eating disturbance. An additional point of interest was the athletes‟ efforts to 
make sense of their illness through finding positive outcomes from an essentially negative 
experience. This bias towards finding some positive interpretation of disordered eating was 
framed in the light of narrative theory and the act of establishing narrative coherence. Given 
my desire to explore these issues further, a greater emphasis on extended athlete narratives is 
required. The use of repeated interviews over a protracted period of time affords a participant 
the necessary time to reflect on and deliberate experience in order to construct a complex and 
layered account that builds on the depth achieved in Study 1. It is therefore decided that 
narrative inquiry, which considers how constructed life-stories provide meaning to individual 
experience (Murray, 2000), is the approach required to advance on the accounts presented 
thus far.  
As identified in Chapter 2, the reluctance of the medical world to listen to illness 
narratives creates a detachment from the ill that can be dehumanising (Frank, 2007; Rich 
2006). To neglect personal narratives of mental illness is to compound suffering and to ignore 
insights that compliment, rather than compete with, the existing medical stance (Roberts, 
2000). Scholars researching eating disorders in sport are guilty of such neglect, with the quest 
for understanding largely overlooking the role of athlete self-understanding. To reiterate, 
narrative inquiry seems to offer much in the way of developing understanding of disordered 
eating in sport. The intricacies of a narrative approach, to be discussed in detail next, also fit 
well with my desire to build on Study 1 and explore how meaning and identity is constructed 
and the role of social players in this process. 
Narrative and Psychology 
The diversity of qualitative methods that exists within contemporary psychological 
science is substantial and the popularity and acceptance of these approaches is growing 
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(Madill & Gough, 2008). Although perhaps more prominent, and arguably successful, in 
other disciplines (e.g., social studies) the study of narrative has figured in psychology for 
over 20 years (Schiff, 2006). Often referred to as the “narrative-turn” of the late 1980s, a 
number of eminent psychologists produced seminal texts asserting, among many things, that 
our lives and our identities are constructed in the stories we tell, our life narratives (Bruner, 
1986, 1990; Polkinghorne, 1988; Sarbin, 1986). Since this time, several scholars have applied 
principles of narrative theory and methodology to a wealth of psychological issues, including 
identity development (McAdams, 1993), living with physical disability (Reissman, 2003) 
and, as is the case in the present study, mental illness (Carless, 2008). 
Defining narrative is problematic due to its multiple conceptions across a variety of 
disciplines and numerous scholars. Drawing on a range of sources, Smith and Sparkes (2008) 
make a provisional attempt at definition stating that narrative refers to “a complex genre that 
routinely contains a point and characters along with a plot connecting events that unfold 
sequentially over time and in space to provide an overarching explanation of consequence” 
(p. 2). The view that the construction of such narratives, personally, socially and culturally, is 
the primary means by which human experience is made meaningful (Polkinghorne, 1988) and 
identities formed (McAdams, 2001), is the essence of narrative inquiry. Narrative then is not 
simply a method but rather a theory in its own right with epistemological and ontological 
assumptions (Somers, 1994). It is a theory of human experience and therefore can be used to 
illuminate a given experience such as that of disordered eating. 
Narrative Construction 
As already suggested, narrative construction, or “narrative work” (Gubrium & 
Holstein, 2009), is both a personal and a sociocultural process (Smith & Sparkes, 2010). 
From a personal perspective, individuals creatively tailor biographical moments to construct 
narratives that are integrated and coherent and consequently meaningful and identity 
  
72 
 
constituting (McAdams, 2001). To describe a life is to explain a life, as each significant event 
is causally linked to the next, providing the emplotment that gives meaning to who we are 
(Jarvinen, 2001). This is the act of telling our personal life-story and why such telling is 
critical to an emergence of self. As stated by Ricoeur (1992, p. 148) “it is the identity of the 
story that gives the identity of the character”. When narratives lack coherence, as is 
sometimes the case through incidents of trauma and chronic illness, individuals struggle to 
understand or explain their experience and this leads to what has been variously described as 
a loss of self (Charmaz, 1991), biographical disruption (Bury, 1982), and narrative wreckage 
(Frank, 1995). During these times the individual may experience despair, hopelessness, and 
chaos as the personal narrative is void of any plot (Frank, 1995). Consequently, the individual 
must strive, difficult as it may be, to reconstruct the life history narrative so that it accounts 
for and integrates the illness with the former, or a new, sense of self (Hyden, 1997). Stories 
are formed and told, to others and to ourselves, in order to interpret illness and to reinterpret 
life itself, reconstructing identity in the process.  
As well as being personal and idiosyncratic, narratives are also social and cultural. 
Narrative researchers from contrasting perspectives each view identity and narrative as, to 
some degree, relational (Smith & Sparkes, 2008). Narratives don‟t simply emerge from the 
innermost self but are rather composed and received within interactional and discursive 
contexts (Reissman, 2008). That is, the narratives we construct are co-produced through our 
social relationships and the discussions that permeate them. Narrative construction also takes 
place under the auspices of wider cultural factors. Individual life stories reflect cultural values 
and norms and are understood within specific cultural conventions (McAdams, 2001). 
Culturally dominant narratives that pervade society‟s institutions are referred to as public 
(Somers, 1994), grand (Hyden, 1997) or master (Frank, 1995) narratives. A key function of 
the master narrative is that it provides the individual with a means of understanding a given 
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experience normatively (Andrews, 2002). Master narratives are privileged over others and 
consequently become “contagious narratives” in that they are more likely to be adopted by 
individuals as workable identities (Holstein & Gubrium, 2000). As a result, the culturally 
available narrative resources from which individuals can shape their own stories and come to 
understand their own experiences are actually quite limited (Frank, 1995). Problems arise 
when an available master narrative does not adequately “fit” with personal experience 
(McLeod, 1997) leaving the individual lacking in terms of a means by which to story the self. 
Narrating Eating Disorders 
The medical approach to eating disorders presents a ubiquitous notion of anorexia as 
“an internal, individual psychopathology” (Botha, 2009, p. 6). This perception of eating 
disorders as first and foremost a failing of the self is part of medicine‟s “master narrative” 
which threatens to be “a story to end all stories” (Roberts, 2000, p. 432). In the absence of an 
alternative story, the master narrative may silence and immobilize sufferers and even 
perpetuate the condition leading to psychologically destructive consequences (Lock, Epston, 
& Maisel, 2004). Furthermore, when people learn to interpret their eating disorder experience 
through mainstream explanatory models that focus on the individual, the role of important 
sociocultural influences may be underplayed (Rich & Evans, 2005). Alternatively, there may 
be beneficial effects to adhering to the eating disorder master narrative. Shohet (2007) argues 
that the formation of an “epistemically unequivocal” narrative with “institutionally condoned 
endings” may be critical to recovery from anorexia nervosa, whereas a narrative in which 
protagonists “question perceived wisdom, ponder hypothetical life paths not actually pursued, 
and envision self-starvation as both good and bad” (p. 375) is more associated with continued 
struggle. 
The aim of the present study is to provide an alternative, complimentary commentary 
on eating disorders. I hope to add to the growing belief that personal narratives are important 
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in medicine (Charon, 2006) and, specifically, in mental illness (Carless, 2008; Roberts & 
Holmes, 1999). I propose that a move away from typical positivist perspectives, towards a 
more interpretivist approach, can provide new insights into the experience of eating disorders 
and disordered eating. The objective is to do what, according to Greehalgh and Hurwitz 
(1999), medical perspectives fail to do and tender to experiential factors such as “inner hurt, 
despair, hope, grief and moral pain which frequently accompany, and often indeed constitute, 
the illnesses from which people suffer” (p. 50). Ultimately, in prioritising the person not the 
pathology, and privileging the subjectivity of experience in preference to the serialisation of 
symptoms, the experiential element of athlete disordered eating can be brought into focus. To 
achieve this, a narrative approach is adopted to interpret the life history of a female athlete 
engaging in regular acts of self-starvation. An exploration of the life story will shed light on 
the manner in which personal, social and cultural influences interact to shape narrative 
construction. Further, it will illuminate how the constructed narrative, and the meaning it 
provides, impacts on identity, experience, and action.    
Methodology 
Narrative and Some Philosophical Underpinnings 
The approach to narrative inquiry adopted here is informed by the philosophical 
conditions of interpretivism. Unlike the majority of postpositivist standpoints, an 
interpretivist perspective shuns the (neo)realist contention that theory-free knowledge is 
possible and that through appropriate methods reality is objectively knowable and direct 
access to the truth can be achieved. In contrast, a form of relativism is embraced and the 
opposing assertion that, irrespective of method, knowledge is theory-laden and “there can be 
no separation between the researcher and the researched or the observer and observed; who 
we are is crucial to how we see the world around us” (Smith, 2009, p. 94). Knowledge then, 
is always dependent on personal interpretation and, therefore, understanding is relative. The 
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implication for narrative inquiry is that a researcher does not find narrative but rather is 
involved with the teller in its construction. To expand, narratives produced in research 
interviews are not pre-existent in the mind of the narrator awaiting extraction from an 
objective investigator, but rather come to be within the process of the interview itself. Related 
to this, narratives do not grant us unmediated access to the truth of personal experience but 
provide a version of that experience that is socioculturally influenced and contingent on time 
and place (Atkinson, Coffee, & Delamont, 2003).  
All narrative construction is an interpretive feat and therefore the causal linkages 
people ascribe to significant life events, although perhaps not accurate in a realist sense are 
no less meaningful (Bruner, 2004). In other words, the accuracy of a story is immaterial, so 
long as it is accurate and acceptable to the narrator, providing coherence and understanding to 
the life as told. Bruner specifies that in terms of psychological adequacy, biographical details 
can “even be „right‟ if untrue” (2004, p. 693) and that “life is not „how it was‟ but how it is 
interpreted and reinterpreted, told and retold” (p. 708). Jarvinen (2004) affirms this idea of 
what is essentially “narrative reality” - “if a past is created which believably „fits‟ with other 
pasts, presents and futures, and is acted upon as such, it is real” (p.47). 
The Participant 
Holly (a pseudonym) is a 20-year-old undergraduate student who currently competes 
to an elite level in basketball. She volunteered to partake in this study by answering 
recruitment materials that sought athletes with experiences of disordered eating in sport (see 
appendix B). During the early exchanges of our first meeting, it seemed that Holly‟s 
experience strayed little from that typically described within the athletes with eating disorders 
literature (e.g., Dosil, 2008). Like many athletes, she possessed concerns that eating food and 
gaining weight may detrimentally interfere with her sporting performance. As she 
proclaimed: “that was my first thought, lose some weight and get better…I don’t like eating 
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and playing sport. If I do, I feel massive guilt about it”. It soon became apparent however, 
that sporting pressures to be thin represented just one element of what was a larger, more 
complex story with multiple, at times ambiguous and contradictory, meanings. 
Prior to this study, Holly had only ever told a former college basketball coach about 
her problems with eating. As a consequence, her frequent and often prolonged acts of self-
starvation have never received a formal clinical diagnosis. In the spirit of this thesis, clinical 
categorisation assumes less relevance than Holly‟s subjective view that her disordered eating 
experience has been, and is, a troublesome one. That said, I appreciate the practicality in 
providing some description of Holly‟s disordered eating habits. I therefore offer the following 
quotation Holly made regarding her current eating behaviours: “it’s not great at the minute, 
kind of just getting by on the bare minimum…I don’t know, sometimes it’s easier than others 
to stay on top of it. I just could go a day without realising that I hadn’t eaten anything…a lot 
of the time I just don’t realise, I just don’t get hungry and sometimes it’s just I might be 
hungry I just don’t want to, don’t want to eat.”   
Life History Interviews in Action 
Life history interviews represent a popular method of data collection within narrative 
inquiry (Plummer, 2001). Across a period of 8 months I conducted a series of 6 interviews 
with Holly, yielding a total of over 7 hours of digitally recorded data. Each interview lasted 
between 60 and 90 minutes and took place at my on campus university office. In accordance 
with university granted ethical approval, Holly received a participant information sheet (see 
appendix C) and completed an informed consent form (see appendix D), prior to interviews 
taking place. 
The first interview was considered an opportunity to introduce Holly to the interview 
setting and accustom her to the interview experience. It was also a chance to begin to build 
rapport and gain the feelings of respect and trust that are necessary if an individual is to share 
  
77 
 
the intimate details of a life. Although few hard and fast rules exist on achieving rapport, 
Cole and Knowles (2001) suggest principles of relationality, mutuality and empathy should 
guide the life history interview process. My personal preference was to primarily instil parity 
to the relationship by breaking down potential power boundaries between researcher and 
participant. This was achieved by talking in a relaxed and informal manner, establishing 
mutual interests and, where appropriate, willing self-disclosure (Rapley, 2004). The 
importance of a first interview that does not attempt to broach key issues is illustrated when 
at the end of the study Holly reflected on her experience of being interviewed - “I think it’s 
been good. I remember being a little bit difficult in the first one (laughs)…but it was just all a 
bit different”. By “difficult” Holly refers to being unforthcoming, a consequence of the 
strange and unfamiliar setting. The qualitative researcher who delves into research specific, 
emotionally sensitive issues from the outset risks gaining data that is less rich than what 
might be gained once the participant is comfortable and relaxed. 
Although some elements of the life unavoidably surfaced during the first interview, 
the second interview served as the first proper invitation for Holly to begin telling her life 
story. In line with interpretive approaches to life history and narrative, the interviews were 
largely open, interactive and conducted with the most general of guides (Plummer, 2001). As 
reinforced by Atkinson (1998), “the less structure a life-story interview has, the more 
effective it will be” (p. 41). It would be naive however, to assume that the interview process 
was entirely without structure. Both Holly and myself were fully aware that my research was 
broadly focussed on the experience of disordered eating and this served as an implicit, 
overarching structure to our interactions. To begin eliciting the life history narrative, Holly 
was simply invited to describe some of her earliest memories. This was preferred to opening 
with a “grand tour question” (Spradley, 1979) akin to “tell me your life story”, the sheer 
scope of which is sufficiently daunting to potentially inhibit the interviewee response 
  
78 
 
(Randall & Pheonix, 2009). Holly responded by discussing her early school years and from 
here I encouraged Holly to describe, expand on, and provide examples of the issues she 
deemed relevant. Digressions were welcomed with no attempts made to interrupt Holly and 
steer her back to a given issue. Allowing Holly this freedom provided an effective means for 
gaining a wealth of contextual information. Other useful and regularly called upon probes, 
such as “how did/do you feel about that?” and “what did/does that mean to you?” encouraged 
Holly to speak of her feelings and emotions and reflect on what personal understanding she 
holds for important biographical events. On completion, each interview was transcribed 
verbatim and forwarded to Holly for her perusal. Each interview was also subjected to a 
preliminary analysis, with key issues of interest and points for clarification noted for possible 
discussion in the following interview.   
Narrative Analysis 
There is no single preferred way to analyse a narrative and a range of options exist. 
Given the abundance of possible analytical approaches, Gulbrium and Holstein (2009) outline 
a useful methodological strategy they call “analytic bracketing”. Not to be confused with the 
phenomenological sense of the term, bracketing here concerns “shifting analytic perspectives 
in order to capture complex empirical terrain” (p. 29). Different features of the narrative are 
brought to the fore at different stages in the analysis process.  Gulbrium and Holstein 
emphasise that the strategy is not an ontological move and therefore it does not contradict the 
philosophical assumptions presented earlier. To explicate, interrogating a narrative through 
multiple lenses is not a neo-realist attempt to more accurately depict reality, with each 
contrasting view verified against the other to produce a valid, singular truth. Rather, it 
provides a means of illuminating the various facets of narrative construction by offering 
different and complimentary interpretations. It gives equal privilege to both the personal, 
artful, element of narrative work and the social, cultural dimension, as they are “mutually 
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constitutive; each reflexively depends upon and incorporates the other” (p. 29). I assert then, 
that investigating from these changing personal and cultural vantage points does not bring us 
closer to some independent world, but it does provide a more sensitive, textured and balanced 
account of how narrative reality might be constructed. 
Primarily drawing on the work of Lieblich, Tuval-Mashiach, and Zilber (1998), as 
well as that of Reissman (2008), the core focus of my analysis was narrative content or the 
“whats” of storytelling. Interview transcripts were repeatedly read with a focus on both the 
thematic and the structural qualities of the narrative. I was closely guided by the procedures 
described by Lieblich et al. (1998) for a holistic-content and holistic-form analysis. The 
former considers the content of the entire life story; it is an attempt to identify a small number 
of core themes that permeate the entire text. The latter, again centring on the whole life story, 
considers internal plots and structure. For both approaches, interview transcripts were read 
repeatedly in a bid to identify themes of content or plot structure across the life. Narrative 
segments were always interpreted in the context of, and with reference to, the broader life 
narrative. The emphasis on the complete narrative, characteristic of the holistic perspective, 
was preferred to breaking the narrative down into distinct categories. The rationale for this 
preference was that agency, intention, and context can be honoured through the maintenance 
of sequence and structure (Reissman, 2008). Maintaining narratives as a whole helps preserve 
the heterogeneity of life experience, upholding the nuances and contradictions that are often 
downplayed in traditional modes of qualitative content analyses (Smith & Sparkes, 2009b). 
Interpretation and Discussion 
 This section integrates the intricacies of Holly‟s constructed narrative with the 
elements of narrative theory and existing eating disorders research that have helped to inform 
interpretations. I suggest that this approach adds clarity to the way my analysis relates to 
Holly‟s story. 
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Contextual Information: Introducing Holly 
Holly‟s family, comprised of her parents and an older brother, regularly moved home 
during her early years. Her father, who she described as a successful professional, received a 
number of significant promotions that required relocation. Holly spoke of herself as a 
gregarious, active child, who was rarely troubled by the prospect of settling in to new 
surroundings – “I always could fit in pretty well…never really struggled with making new 
friends or being the new girl”. With her father working long hours, Holly stated that her 
mother assumed an authoritative role in the home - “my mum’s kind of in charge in a big way 
in our family, my dad works but my mother doesn’t work so she kind of has full control on 
everything in the house”. Holly suggested that this control was exercised when her mother 
organised for her to attend private education as preparation for the rigours of high school. 
Holly recalled the increased focus on academics that characterised private school as 
challenging but as something she adapted well to- “it was quite a push for me, but no it was a 
good thing, I obviously got better from it so…I picked it up pretty quick”.  
Holly‟s year at private school also gave her access to an extensive sports programme 
of which she stated she took full advantage. She claimed that it was around this time that she 
began to realise that she possessed a genuine passion, and a genuine talent, for playing sport. 
The summer before starting high school, Holly joined a netball club that was renowned for its 
competitive success - “even at that age it was a serious deal, going to the nationals and 
things like that…it was pretty serious”. Holly enjoyed the experience immensely - “I just 
loved it at that point because it was all my friends, it was all together, it was competitive but 
we managed to have fun”. This happy time is in stark contrast to the sadness that was soon to 
pervade her life. During interviews Holly told how the pressure of perceived high academic 
expectations plagued her high school years and placed a monumental burden that she is, still, 
yet to relinquish. Holly, as the protagonist in this story, constructs a world whereby self-
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fulfilment is only possible through normative success and meeting the achievement 
expectations of others. From my interpretations, and as I aim to illustrate through the 
following analysis, this narrative journey has been a perilous one.      
The Achievement Narrative  
The central theme throughout the life history is one of striving to meet the 
expectations of others. It is a quest for success in an achievement-oriented world. This is 
characterised, and underpinned by, a fundamental desire for the recognition and acceptance 
achievement might bring from significant others, the immediate family in particular. 
Reflecting on the first three of our interviews, Holly acknowledges the intensity with which 
notions of achievement and failure persist in her life story and therefore impact on her 
identity - “I start seeing trends when I’m speaking, like I talk about obviously achieving and 
failing a lot and I think that definitely linked with how I felt about myself”.  
Delving into the specifics of the narrative, the following extract illustrates how Holly 
comes to understand the emergence of her preoccupation with achievement as partly a 
consequence of joining the same high school as her older brother. Later to graduate from a 
prestigious university prior to quickly embarking on an esteemed career path, Holly‟s brother 
was already lauded at the school as an exemplary student:  
…he (brother) was going into year 11 and had just been given head boy and was 
obviously quite well known throughout the school. So to go in at year 7 and have that 
was quite daunting. 
 
AP: Was it something you were wary of before starting? 
 
…yeah I mean I knew he was top set for everything. He was already looking to think 
about top universities and he‟s really smart, so going in I was a bit like, you know, am 
I going to have to live up to something here? Teachers would see my surname and say 
“oh you‟re Stephen‟s sister”…I have vivid memories of having my first maths test 
and then the teacher saying “oh you‟re Stephen‟s sister, we expect a lot”. So there was 
definitely a bit to live up to. At the school they have exams straight away and they set 
you from that first week. So coming up to that was pretty nerve-racking…I was pretty 
on edge. I mean it goes from 1 to 4 and I was middle set for everything and it 
becomes like a hierarchy, so you don‟t really mix with the kids from the top band and 
to have people say to you…to have my brother being top setted for everything I was 
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pretty disappointed in where I was…I think the way they just first week they‟re just 
like bang, we‟re all just setted like that, it‟s a bit…interesting. 
 
This segment of Holly‟s narrative is located within the “public narrative” of the education 
system. Somers (1994) states that public narratives are “attached to cultural and institutional 
formations larger than the single individual” (p. 619). Her theoretical position implies that 
our personal narratives are not self-emergent, simply plucked from inside of the mind. 
Instead, narratives of self, although individually customised over time, are drawn from the 
narratives available within, and presented through, wider cultural contexts. For Holly then, 
her new school presented one such cultural context with a particularly clear public narrative - 
the ethos of academic excellence as the chief value system. This narrative is demonstrated to 
her through immediate assessment, the hierarchical grouping of students according to 
academic ability and the existence of head boys based on academic prowess. The essence of 
this “achievement narrative” is that worth and status is dependent on scholarly success. 
Specifically, the achievement narrative reads “those who achieve academically are worthy 
but those who do not are worthless”. How achievement is constructed and defined therefore, 
holds important implications for psychological health.  
Public narratives are communicated to individuals interpersonally or through “webs of 
relationality” (Somers, 1994, p. 618).  For example, Holly‟s brother Stephen can be seen to 
personify the successful achievement narrative and his presence at school provides a constant 
reminder of it, illuminating the discrepancy between her own experience and what is 
culturally expected. Holly also states that teachers related to her in terms of her brother‟s 
achievements, which she believed she could never quite emulate. A number of scholars have 
theorised that identity is relationally constituted and that we come to know the self through a 
myriad of interactions across the lifespan (Gergen & Gergen, 1988; Polkinghorne, 1988). 
Holly therefore, duly adopted socially derived comparisons with her brother and begins to 
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conceive of herself this way too. Consequently, Holly also interprets her experiences as 
falling short of those of her brother.    
The most significant impact on Holly‟s relational self, came from interactions with a 
female schoolteacher who was also her basketball coach. Holly suggests that for motives 
unbeknownst to her, this teacher developed a vendetta against her that that would cause 
prolonged suffering:  
for some reason she just made it her mission to every minute she could of the day to 
you know “you‟re not as good as your brother”, “you‟ll never amount to anything”…I 
didn‟t know any better so I though you know maybe she‟s right and just took it and 
just day-to-day that was how it went for a really long time… 
 
Set against the backdrop of the school‟s focus on achievement and Holly‟s academic 
insecurities in relation to her brother, the teacher‟s incessant attacks were hurtful and 
magnified Holly‟s sense of inferiority. Holly illustrates how these negative evaluations were 
involved in the co-construction of self when she gives them credence by stating “maybe she‟s 
right”. Holly narrated numerous stories of this teacher‟s tirades, each of which served to 
cement Holly‟s feelings of failure.   
Exacerbating the situation, Holly‟s family unit acts as an additional public narrative 
that reinforces the achievement narrative exalted at school: 
AP: What was the reaction at home towards you being in the middle set? 
 
…they‟d never have said they were disappointed…but sometimes you can tell. It was 
kind of you know “oh good but can you work harder to get higher up?” and 
sometimes it was just like “I‟m happy where I am”. I think to have one kid go through 
and do so well and be so high-setted I think they almost expected the same again…in 
my family that was always the important thing…it was always about the academics, 
that was what you needed to be good at. I kind of grew up with that so when I 
suddenly realised I was kind of just averaging with everyone else and the idea at 
home was that I should be doing a lot better. I‟d been sent to private school for a year. 
I should be above average. Then to not be I felt that, I definitely felt that I was being a 
bit of a let down 
 
Holly‟s story depicts the emphasis on academic excellence that resonates through her family 
institution. The narrative path is explicitly presented when she is asked to “work harder to get 
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higher up”. Providing her parents with a speaking role suggests Holly is keen to externalise 
this narrative line and separate it from her personal perspective. In support of this 
interpretation, Holly‟s own speaking role rejects the projected achievement narrative as she 
claims “I’m happy where I am”. This crucial tension between the two narrative conceptions is 
emphasised further when Holly claims that better academic performance was not her own 
desire but rather “the idea at home”. Such is the influence of the family however, Holly‟s 
own conceptions of achievement hold little sway and she ultimately feels she is a 
disappointment when her performance strays from the narrative path encouraged by her 
parents. Again, Holly‟s brother occurs in the story as a shining example of the road that 
should be taken and an interpersonal reinforcement of the achievement narrative. 
Given that public narratives act as social matrices used to shape our own personal or 
ontological narratives, Holly comes to understand her experiences within the framework of 
the narrative forces of education and family. As her experiences belie the narrative norms 
promoted by these institutions, she has few options but to conclude that she is not a 
successful achiever, but rather, implicitly, an unsuccessful failure. This message was 
continually emphasised throughout Holly‟s school life in both overt and covert ways and led 
to what she describes as a “breakdown” and a “downward spiral”. As suggested by McLeod 
(1997), when personal experience is misaligned with the cultural story an individual is a part 
of, the result is often crisis. More specifically, Somers (1994) warns that an inability to 
accommodate personal experience within available cultural narratives can potentially lead to 
feelings of confusion, despair, victimisation and madness.  
A Quest for Narrative Realignment: Striving to Achieve 
Holly described making a concerted effort to realign her experience with the 
discussed achievement narrative by working hard to improve her academic performance at 
school. When success was not forthcoming, she became disillusioned and on reflection 
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“rebelled against the whole system”. She told of a wane in interest and motivation in lessons 
and of her subsequent disruptive class behaviour. I propose that Holly‟s rebellion against the 
system can also be read as a rebellion against the achievement narrative the system promoted. 
When explaining her misbehaviour at school she says “I wasn’t going to get any better so I 
just thought why not just not even try because then I don’t feel like I’m failing”. In effect, 
Holly describes a conscious attempt to disengage with the achievement narrative through a 
withdrawal of academic effort. In theory, if she outright rejects the narrative and its 
associated values of hard work and progress, she can no longer be judged against it and this 
might alleviate feelings of failure. Public narratives are not easily escaped however and this 
tactic only served to accentuate her situation and draw attention to the errant nature of her 
experience in comparison to the cultural norm. This was seized upon by Holly‟s antagonistic 
school basketball coach who sought to publicly berate Holly over the growing discrepancy 
between her behaviour and that of her brother. 
 Holly‟s sporting prowess presented an alternative means for her to achieve and this 
enabled her to feel “good about being good at the sport rather than always thinking I’m not 
so great”. She participated successfully in an array of school sports but particularly excelled 
in basketball and netball. Crucially, sport seemed to provide Holly with a level of kudos that 
she could never attain in an academic setting - “within the sports area of the school I was well 
known…it was nice to be given a responsibility in one part of the school if it wasn’t going to 
be in the area of academics”. In addition, her brother, who she believed overshadowed her at 
school and at home, had no such sporting ability according to Holly. Consequently, Holly‟s 
achievements in sport could be accepted on their own merit and, for the first time, illuminated 
her personal identity to herself and to others. Essentially, Holly developed an athletic identity, 
fully identifying with the athletic role and its related social status (Brewer, Van Raalte, & 
Linder, 1993). This partial success in realigning Holly‟s experiences with the achievement 
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narrative was quickly quashed by her perception of her parents‟ view that sporting 
accomplishments were inferior to academic ones  - “it was more just a hobby to be good at 
sport…it should have been that I was good at the academics and not the other way round”. 
Disappointed with Holly‟s increasingly poor behaviour at school, her parents would not be 
appeased by success in a comparatively trivial domain such as sport.  This accentuated 
Holly‟s crisis, threatened her athletic identity and compounded her feelings of failure. Her 
experiences seemed destined to continue running awry to the achievement narrative projected 
by her family. Consequently, Holly soon became depressed and, as she had done with school, 
completely rejected family life - “for at least a couple of years it was just stepping around 
each other, it wasn’t like a family at all”. Holly went prolonged periods without speaking to 
her parents and even withdrew from family holidays. Amidst this desperate period, Holly was 
invited to trial for her country in netball at only 14 years of age. The trial was a significant 
achievement that was praised at school. The gravity of the event also ensured that, for the 
first time, Holly‟s mother saw an element of parity between sporting and academic 
achievements. Holly‟s athletic identity was reaffirmed and it offered her a further opportunity 
to achieve narrative realignment.  
I think for once she‟d (mother) kind of got involved in sport as much as I was and she 
wanted me to do well as much as I wanted to do well. Leading up to it we were doing 
it together and planning it together. So I think for once I kind of felt she gets that I‟ve 
done well…so I think that it was pretty important for me, I thought it was important to 
do well so that things could carry on like that but then obviously things didn‟t work 
out…it was right in the middle of it and having the trial kind of lifted me out of it for 
a while because it was something to focus on and my mum was getting involved and 
for it to be cut off kind of just, it was a bit of a, well it was a hell of a knock back 
really…the fact that things were straight back to how they‟d been before  
 
This particular segment of Holly‟s narrative is a telling one and encapsulates many of 
the principle issues that have dominated her life. With the England trial looming, her mother 
took an active interest in sport to a level that satisfied Holly. They plan and prepare for the 
event in a way that suggests to Holly that her mother “gets that I’ve done well”. This is the 
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crux of Holly‟s narrative plight. She wants her achievements, sporting or otherwise, to be 
acknowledged above a cursory “well done”. She wants to feel as though her endeavours have 
been accepted and recognised, particularly by her parents. Previously, her parents‟ allegiance 
to an academically biased achievement narrative ensured that such recognition had eluded 
her. The trial invitation changed all this to the degree that Holly is “lifted” out of her 
depressive state and re-engages with her family again. Consequently, the importance of 
success in the trial is substantially elevated, transcending its sporting relevance to hold 
implications for Holly‟s emotional and psychological well-being. Representing her country in 
netball would bring with it the arguably more crucial rewards of a sense of meeting 
expectations, narrative realignment, and a wholly more contented existence. When the trial 
ends and Holly is ultimately unsuccessful, life instantaneously reverts back to how it was, 
which Holly understands as a clear rebuke - “a hell of a knock back”. From this point on 
Holly‟s depression worsened and her relationship with her family became increasingly 
detached. Holly is unequivocal when she describes her feelings about not beings selected for 
England:   
I‟d been knocked back in academics but I‟d never really, well, failed at the sport and 
it was the first time I hadn‟t made it and then it just felt like across the board, I just 
failed across the board really… it was not easy at all, the thing I was good at I was no 
longer good at. I was just left with nothing really, that‟s how it felt 
 
What was an opportunity to bring Holly closer to culturally specific notions of achievement 
actually moved her further away. The remnants of self-worth, salvaged through the valuable 
role sport played in her own conception of self, were now also gone. Effectively, Holly‟s 
athletic identity is dealt a significant blow. It is argued that, having failed at the trial, Holly is 
no longer able to conceive of herself as an athlete, posing a serious threat to her sense of self. 
Failing “across the board” equates to loss of identity and thereby a loss of self-worth and 
Holly is “left with nothing”. 
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Understanding Disordered Eating: Achieving Self-Starvation 
Soon after her unsuccessful England trial Holly began to severely restrict her food 
intake, a practice that she has maintained for over 6 years. For Holly, the meaning of 
disordered eating is fluid, multiple, and at times contradictory. As is illustrated in the ensuing 
section, her narrative weaves a complex understanding of self-starvation that holds potential 
consequences for her experience.  
In the first instance, Holly recalls “definitely cutting down” on what she ate a month 
prior to the trial in a bid to become fitter. Although Holly states that her eating behaviours at 
this time were not “anything drastic” she would sometimes skip meals believing it would 
help her “perform better”. Engaging in disordered eating in the presence of sporting pressures 
to perform is consistent with the basic premise governing the “disordered eating in athletes” 
literature (Dosil, 2008; Papathomas & Lavallee, 2006; Smolak et al., 2000). The aftermath of 
the trial however, saw Holly gradually withdraw from netball and a withdrawal from 
basketball soon followed. Holly‟s eating behaviours worsened rather than improved with the 
removal of sporting pressures, requiring her to construct a new narrative understanding to the 
no longer applicable “disordered eating in athletes” athlete explanation: 
it just kind of became less about trying to be better and fitter and just into a rhythm I 
got into and kind of punishing myself maybe a little bit. I just felt really bad about 
myself so…it‟s hard to explain…it was like a punishment I think more than…and I‟d 
feel guilty if I ate…hearing all the comments about how bad I was and how much of a 
failure I was I kind of believed it and just punished myself really… 
 
Holly identifies her understanding of self-starvation as evolving from an issue of improving 
sport performance to one of self-punishment. Given this alternative meaning Holly develops 
her narrative account by foregrounding the achievement narrative as the primary influence on 
her actions. Holly frames the notion of punishment within the context of a depleted self-
worth that emerged through her school and family interactions. Specifically, she relationally 
construes her self as a failure and therefore undeserved of the pleasures food has to offer. 
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Paradoxically, as well as a means of punishment for lack of achievement, 
Holly also understands self-starvation as a form of achievement  - “it’s like the silliest 
thing but it’s an achievement so…if I’m down on myself that can sometimes feel good 
to do that”. Arguing from a narrative perspective, I suggest that having exhausted 
culturally conventional narrations of achievement to no avail, Holly is forced to 
construct an idiosyncratic form of achievement in the form of not eating. Specifically, 
self-starvation is such a personal, non-normative conception of achievement that 
others are unable to rebuke or devalue it. Other than the substantial detriments to 
health, perceiving severe food restriction as a source of achievement is also 
problematic because it co-exists with an alternative and contradictory perspective: 
there‟s part of me that knows I should be you know eating normal, I should be having 
three meals a day and just managing that. So if I don‟t there‟s a part of me which is 
just “why can‟t I just do that like everyone else can do that” but then the other part of 
me doesn‟t want to give in to doing that and feels better if I can manage not having 
three meals a day 
 
Holly is unable to form a coherent meaning to her disordered eating experiences due to her 
commitment to two incompatible narrative strands. On the one hand she considers regularly 
abstaining from eating as an accomplishment that increases her self-worth, whereas on the 
other hand it constitutes an inability to conform to social norms thereby decreasing self-
worth. Starvation is narrated as both an achievement and a failure. Resultantly, Holly‟s 
emotional experience is in a constant state of flux as the conflicting narratives compete for 
prominence. For example, successfully restricting food intake can lead to solace at having 
achieved something and guilt at having failed to eat “normally”. As suggested by Shohet 
(2007), when positive and negative meanings are attributed to starvation, recovery is rare as 
such ambivalence is unlikely to motivate a significant change in behaviour. I suggest that 
upholding such divergent meanings contributes to a chaotic and mentally draining existence. 
Adding to this, it logically follows that the counter act of eating is also understood as both an 
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achievement and a failure. The danger here, given Holly‟s history of social and self-
castigation, is that whatever action she takes, be it restricting food or eating healthily, it is 
largely perceived as a failing. For Holly then, the eating-starvation dichotomy represents 
something of a double-edged sword. 
Struggling to Achieve Narrative Coherence 
Polkinghorne (1988) states that the plot that an individual narrates, shapes experience 
into “a coherent and meaningful unity, and thereby gives context and significance to the 
contribution that the individual episodes make toward the overall configuration that is the 
person” (p. 152). Further, because the past is always constructed from the perspective of the 
present, that is Holly as she reflects back now, narratives can also illuminate current and 
future experiences and identities (Jarvinen, 2004). I suggest from the following extract that 
Holly still has narrative work to do in terms of the emplotment of her life: 
well as far as I know or am concerned it all just hit at that one time and the sort of 
abuse that I was getting from that teacher set the ball rolling and I just feel it‟s clearly 
still affecting me in some ways now and I can only blame that on not having…like I 
can‟t close, for everyone else it‟s just done and past but I can‟t close the book on it 
because I was never told why it happened. I was never sat down and talked through, 
no one ever asked me how I was feeling, it was just “you‟re clearly going off the rails 
in some cases here‟s some anti-depressants and things will be fine” it was just never, 
even up to today it‟s not been dealt with. Definitely not got closure now and I don‟t 
know if I ever will it‟s so long ago… 
 
Holly offers that the reason her troubles persist is because she has no way of explaining why 
she was treated as she was. Essentially, Holly is unable to provide a causal attribute to the 
teacher‟s behaviour and therefore the plot of the narrative is incomplete and the meaning of 
the experience uncertain. Where the narrative line is broken in this way the onus is on the 
individual to give meaning to experience by re/building narrative connections through a new, 
coherent story (Crossley, 2000). A new story eludes Holly however, and her claim that she 
“can’t close the book” is an apt metaphor that underscores her need to story her experience in 
a complete sense before she can put it behind her and move on.  
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Holly‟s inability to form an acceptable narrative may partly be a consequence of the 
lack of assistance offered to achieving the task. As she asserts, she was simply “never sat 
down and talked through”. Consistent with dominant medical narrative approaches to mental 
illness Holly refers to being offered anti-depressants, which she declined, rather than help in 
narrating her experience. Expanding on this issue in a later interview she states: “I think just 
to be put on drugs wasn’t the answer for me. I needed answers, someone to give me 
answers”. This represents the classic mismatch between medical treatment models and the 
need to attend to patients‟ experiential circumstance, their personal stories (Frank, 2007; 
Rich, 2006; Roberts, 2000). Holly‟s desperation for answers aligns more with a narrative 
therapeutic approach (McLeod, 1997; White, 1995) than the provision of medication, 
although I acknowledge that this presents various logistical and cost-effectiveness issues.    
Outside of the professional help setting, Holly also laments her parents‟ role in 
denying her narrative opportunities: 
I really needed someone to explain things to me and talk to me about it and for it not 
to be ignored, it was almost like an embarrassment, it was never talked about, never 
brought up, so I couldn‟t really talk about it at all 
 
Holly‟s need for “someone to explain” can also be viewed as a call for help with narrative 
construction. It has been established that much of narrative is shaped interpersonally and 
Holly needed her parents not to “ignore” her issues but to assist her in constructing a logical 
narrative that would allow an understanding of the experience. The act of helping people to 
find stories that are useful is referred to as “narrative care” (Frank, 2007) and in the case of 
Holly such care was absent. The result is that stories, with their capacity to alleviate pain 
(Crossley, 2000) and “take care of people” (Frank, 2007, p. 389), escape Holly and her 
suffering continues. Adding to this, Holly‟s family perceive her troubles to be embarrassing 
and therefore taboo, leaving her forced into silence and further severing her narrative 
capabilities. Discussing incidents of trauma, Laub (1992) suggests that the knowing of an 
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experience can only come to pass once its narration has been “witnessed” by another. To 
have someone listen, or bear witness, to a narrated experience of suffering is to have that 
suffering affirmed.  
Holly views her parents‟ lack of support, and her associated inability to comprehend 
her experience, as pivotal to her present day experiences and the persistence of her suffering: 
I think there‟s always going to be a kind of what if? What if they‟d been a bit more 
supportive rather than fobbing me off to the doctors a little bit and just…I don‟t know 
whether they just didn‟t know how to deal with it or were embarrassed or what? 
 
In posing the question “what if?” Holly suggests dissatisfaction with the story she currently 
lives by. The harbouring of regrets, in this instance regret for the support that she did not 
receive, suggests that the acceptance and meaning that comes with a satisfactorily coherent 
narrative is missing. Instead, Holly ponders the “what if”, an alternative, potentially happier 
narrative whereby her parents were more supportive therefore enabling her to properly story 
her troubled adolescence and presumably lead a more contented life. Holly struggles to plot 
the reason for the lack of support and she actively engages in narrative work to resolve the 
issue. Presenting a number of “narrative options” (Gulbrium & Holstein, 2009), such as 
parental lack of knowledge or parental embarrassment, Holly appears to be reflexively testing 
the plausibility of such linkages. Running out of options, Holly proclaims “or what?” which 
suggests that with neither option fully acceptable to her, she invites the listener to contribute 
to narrative construction and provide the plot she seeks by either affirming her own 
suggestions or offering new ones.  
 As previously hinted at, Holly‟s inability to close the past impacts on her present and 
her anticipated future. Assessing her narrative temporally, in many ways it progresses 
through what Brockmeier (2000) refers to as a “cyclical” model of time. Cyclical time 
considers the repetitive structures that are emphasised throughout a life story. Brockmeier 
(2000) offers the metaphor of “the lifelong monkey on one‟s back” (p. 65) as illustrative of 
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how events early in life can be compulsively repeated later in life in a cyclic fashion. For 
Holly, the monkey on her back as it were, is the pressure of her parents‟ expectation of 
achievement combined with her desperation to meet this expectation and perceived inability 
to do so. Originating from those early high school days, we see this plot structure recur 
regularly and it figures as a central feature of Holly‟s current life stories. The following 
quote, which concerns parental disapproval at Holly‟s existing degree studies in sport, 
illustrates the obvious parallels between Holly‟s past and present life:  
it wasn‟t as prestigious a degree and it wasn‟t as well recognised and I should try 
combining it with a more, you know, English, seen as a more recognisable degree, I 
think she gets a little bit disappointed that I‟m not, maybe in her eyes, striving for 
something more 
 
Holly‟s achievement, in this case gaining a place at a top university to study sport, does not 
meet expectations, as the degree course, in her mother‟s view, is considered marginal and 
insufficiently prestigious. Extending this, Holly states how comparisons with her brother also 
continue – “whatever I do in the sport industry is not going to be good enough. Point blank 
really…it’s never going to be better than the high-flying job my brother has”. Once more the 
pattern repeats, Holly seeks recognition for her achievements but she perceives recognition to 
be withheld. Ultimately, as this narrative form continues, so too does the accompanying 
burden: 
I‟m always stressing about exams and I‟m not stressing so much about myself I‟m 
stressing more about what the result‟s going to be and how that‟s going to be 
received, so I guess I still…obviously that‟s why I stress about it, that‟s why I stress 
about sport, that‟s why I stress about anything. It‟s not…for my approval it‟s for other 
people‟s…it‟s still there… 
 
Drawing from Freudian psychoanalytic theory, Brockmeier (2000) suggests that to move on 
from this cyclic existence the narrator must confront the original traumatic experience 
responsible for later repetitions. Applied to Holly, this is akin to asking her to revisit and 
effectually restory her turbulent high school years. As I have asserted throughout this 
subsection however, Holly‟s efforts at storying this time have so far proved futile. This lack 
  
94 
 
of success in respect to coherently narrating experience situates Holly‟s life in another of 
Brockmeier‟s time models, that of “static time”. Static time is different to cyclic and other 
narrative conceptions of time as the principle of progression and development is lost. The 
ensuing poignant declaration of Holly‟s current situation provides a useful example of the 
absence of trajectory that characterises her current experience:      
I‟m not really making progress with it. I‟m just kind of…I‟m not even dealing with it 
I‟m just kind of going along day to day with it rather than trying to you know move 
on from it and I don‟t think that‟s something I can do on my own but where to go 
from there I just don‟t know…you know I‟m doing what I can but it‟s clearly not, me 
doing it isn‟t really progressing anywhere. 
 
Holly‟s words depict a sense of aimlessness and stagnation that typifies static time. There are 
multiple references to a lack of progress and inability to move on. She paints what 
Brockmeier describes as an “immovable picture” born out of “irresolvable contradictions and 
conflicts” (p. 67). For “irresolvable contradictions and conflicts” we can read “narrative 
incoherence”. In essence then, according to static time, Holly‟s inability to make sense of her 
troubled youth and associated experiences of depression and self-starvation, leave her frozen 
in this period. As Holly describes, she continues “going along day to day” without actually 
“moving on”. The implication being chronological time passes but narrative time keeps still. 
Consequently, as long as Holly struggles to find “where to go” in her search for resolution, 
her present and future experiences cannot escape the painful past she resides in - she is static.       
Concluding Thoughts 
The overarching achievement narrative central to Holly‟s life experience parallels the 
culture of intensified expectations that Evans, Rich, & Holroyd (2004) suggest is prevalent in 
schools and serves as a backdrop to the development of disordered eating experiences. 
Specifically, borrowing from the work of Bernstein (2000), Evans et al. maintain that 
“performance codes” - the emphases on high academic achievement that is embedded in the 
structures and practices of educational institutions - create a problematic culture of 
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competition for grades and status. These pressures breed a quest for unattainable goals and a 
usually unfulfilled desire for individuality and recognition in the students who fall prey to 
them. I suggest that Holly was one such student who, unable to meet stringent prescriptions 
of academic achievement, began self-starving as a means to achieve. The role of achievement 
threats, scholastic and athletic threats in particular, in the development of disordered eating is 
well documented (Levine & Smolak, 1992; Papathomas & Lavallee, 2006).  
 How the act of food restriction comes to constitute an achievement is uncertain. On 
this issue, Evans et al. (2004) coin the term “body perfection codes” which are social 
practices promoting a cult of slenderness. It is implied that perfection codes carry a moral 
tone and, like performance codes, are pervasive throughout schools and society in general. 
Theoretically, the exalting of thinness, set against the broader context of incessant pressures 
for academic achievement, might encourage individuals to conceive of the pursuit of a 
perfectly thin body as a valued endeavour - an achievement. Perfection codes are something 
to attain and can be transmitted discreetly, through subtle interactions, or more overtly, 
through domains such as elite sport. In Holly‟s case, given her involvement in netball and 
basketball, it is likely that both mediums were at play. As previously stated, Holly 
acknowledges that her early experiences of food restriction were geared towards achieving in 
sport. I suggest that the leap from understanding self-starvation as a means to achieve in sport 
to understanding it simply as a means to achieve in itself is a small one, particularly when, as 
with Holly, forms of achievement are scarce yet so desperately craved. As I have previously 
contended within our analysis, self-starvation might have been Holly‟s way of forming a 
personal, controllable conception of achievement given perceived failings in less controllable 
social domains. 
Adding to the work of Evans et al. (2004), I suggest that performance and perfection 
codes can be seen as contributing to a public narrative of achievement that, once imparted on 
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an individual‟s personal narrative, can persist over many years. From this perspective, the 
intensified pressures to achieve that saturate school life, and Holly‟s family life, are not only 
important etiologically as Evans et al. suggest but also play a pivotal role in the everyday 
experience and maintenance of eating problems over time. Holly has lived her life in the 
midst of these intensified pressures and they shape her identity, emotions and actions. The 
narrative that Holly storied in her high school years remains very much alive, despite her 
having left school some 5 years ago. She continues to feel obligated to try and align her life 
with it, despite the devastating effects of such efforts. Somehow, Holly demonstrates an 
unwavering, although not unquestioning, commitment to an achievement narrative that has 
delivered only turmoil.  
The mechanisms by which the social becomes so intrinsically personal or the public 
becomes so deeply ontological, are largely relational. On this issue, Gergen & Gergen (1988) 
emphasise that selves are constructed within relationships. Internalising the central features of 
the achievement narrative was an inevitable eventuality given the relational interactions at 
play within its guiding cultures. Specifically, Holly constructed a self that was defined by an 
achievement narrative as prescribed through relationships with teachers, coaches and her 
family. The role of Holly‟s parents, more so her mother, is particularly pertinent given the 
suggestion that people stake their self-worth in the domains in which a valued significant 
other wants them to excel (Horberg & Chen, 2010). Failure to fulfil the significant other‟s 
standards, in Holly‟s case standards in academia, can lead to depleted self-esteem and 
relationship threats. Such outcomes are evident in Holly‟s story as her academic failings 
leave her bereft of self-worth and in conflict with her mother and family in general.  
The emphasis on the standards of others resonates with the literature implicating 
social perfectionism with the cause and maintenance of eating disorders. It is argued that 
perfectionism is multidimensional and that social perfectionism (i.e., perceiving that others 
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demand perfection of oneself), as well as self-oriented perfectionism (i.e., requiring 
perfection of oneself) can have a significant influence on eating disorder behaviours (Sherry, 
Hewitt, Besser, McGee, & Flett 2004). Findings regarding multidimensional perfectionism 
and eating disorders are conflicting and there is little consensus as to how either the self-
oriented or socially prescribed constructs impact differently (Bardone-Cone et al., 2007). 
Some leaders in the field maintain that perfectionism, at a clinical level at least, is self-
imposed and without an interpersonal element (Shafran, Cooper, & Fairburn, 2002). This 
runs counter to a narrative perspective and against what is intuitive given Holly‟s life stories. 
The views of Shafran et al. are very much rooted in the medical narrative focus on individual 
pathology that dominates eating disorders research (Botha, 2009). In contrast, from Holly‟s 
detailed descriptions, striving for an unachievable ideal was as much, if not more, a 
consequence of the social environment as it was an individual trait.  
Experientially, Holly‟s past and present life with an eating disorder is in many ways 
troublesome due to a fractured narrative that is unable to emplot key episodes in her life 
story. Why can‟t her parents be more supportive? Why was she bullied by a schoolteacher? 
Why has nobody witnessed her suffering? Without answers, narrative coherence is lost, 
meaning and understanding is elusive, and closure unattainable. Holly resides, static, in a 
chaotic terrain from which addressing her disordered eating issues is a gargantuan task. 
Critically, I propose that it is a task that might be eased through narrative therapy. Although 
prevalent in various guises, narrative therapy can be viewed as resolving problems by 
discovering new ways of storying a life (Lock et al., 2004). Given the lack of narrative 
coherence with regards to some elements of Holly‟s life, it may be more in need of a 
“complete story” rather than a “new story”. With the assistance of a therapist, Holly might be 
guided through how to establish a positive, coherent story as to why she experienced what 
she did. Lock et al. (2004) also suggest that narrative therapy can arm individuals with stories 
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that counter destructive master narratives. Again, this could have implications for Holly 
whose guilt and self-blame experiences around food can be read as her buying into a medical 
narrative that views disordered eating as very much an individual pathology. An appropriate 
counter-narrative in this instance might be to help Holly view the sheer force of the social 
influences, like school and family, which have shrouded her life experience, guided her 
actions and impacted on her identity. The goal is that she will no longer overplay her own 
role in her personal difficulties above a variety of other contributing social factors. Lastly, 
with reference to McLeod‟s (1997) work on narrative realignment, a therapist could 
collaborate with Holly to either provide a counter-narrative that eschews the achievement 
narrative or, alternatively, reframe her narrations of achievement so that her experiences are 
compatible with it. The first approach could involve storying factors other than normative 
achievement as important to self-worth. The latter approach might involve forming a 
narrative that espouses Holly‟s sporting and academic successes as worthy of the 
achievement narrative. 
In drawing this chapter to a close I assert that this detailed narrative approach furthers 
existing knowledge of disordered eating in sport. Holly‟s experiences tell us that athlete 
disordered eating is far more complex than previous studies suggest. It is not enough to settle 
on the simplified understanding that athletes engage in strict dieting to improve performance, 
when there can be many other factors at play. These other factors are likely to be deeply 
idiosyncratic and so numerous that any attempt to isolate them as a “cause” of disordered 
eating is likely to lead to a rather tentative, if not totally negligible, relationship. 
Consequently, I proffer that disordered eating is not always best understood through attempts 
at rule-based behavioural predictions and the search for cause and effect. Rather, as this study 
has shown, interpretive practices provide insights into the messy complexities that are 
consistent with lived experience. This study illustrates that the way in which highly 
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contextualized personal circumstances are subjectively interpreted impacts on identity, 
experience and action; in other words, interpretations impact on life. Further, Holly‟s story 
supports the notion that disordered eating is very much relational, with a variety of social 
influences helping to shape her experiences and her conceptions of self. In line with Study 1 
therefore, an individual‟s complex social world has a huge bearing on the many facets of an 
athlete‟s disordered eating experiences. Family members and their unpredictable dynamics 
appear to be particularly pertinent in this regard.  
Future research has much to learn from similarly designed studies, as it is these that 
celebrate the diversity of context and do not, to paraphrase Bruner (1990), artificially control 
a phenomenon of study to a point almost beyond recognition as representative of human life. 
In seeking out further detailed stories that tell of disordered eating experiences, more can be 
understood as to the many ways eating disturbances can impact a life.  The greater number of 
rich individual accounts that are depicted the greater our appreciation can be as to the role of 
personal subjectivities and co-constructed interpretations on illness experiences. As stated by 
Flyvbjerg (2006) “a scientific discipline without a large number of thoroughly executed case 
studies is a discipline without systematic production of exemplars, and a discipline without 
exemplars is an ineffective one” (p. 216). In light of Flyvbjerg‟s claim, the third study in this 
thesis adds a further thoroughly executed exemplar to the discipline of eating disorders in 
sport.  
It is important that future research begins to test our speculations regarding possible 
uses of narrative therapy in the treatment of eating disorders. The current literature is filled 
with studies assessing the efficacy of various treatment methods of which narrative therapy is 
rarely included. Only through continuous study can narrative therapy move beyond 
marginalised status towards becoming an approach that is readily considered. Given the 
limited success of current treatment strategies it is essential that all potential options are 
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explored. I conclude that investigating disordered eating from a narrative perspective is a 
useful way of interpreting it as a human experience. The novel insights can also lie in 
harmony with existing, traditional eating disorders research. Most pertinently, the emphasis 
on narrative presents new possibilities as to how eating disorders might be treated. 
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CHAPTER 5 
Narrative Constructions of Anorexia and Abuse: An Athlete’s Search for Meaning in 
Trauma 
Abstract 
Interpretive approaches to the study of eating disorders are scarce due to a medical bias for 
positivist epistemologies. Insights into how eating disorders are experienced are therefore 
lacking. Narrative theory, which emphasises that experience is constituted through narrative 
(Somers, 1994) and that a life as led is inseparable from a life as told (Bruner, 2004), 
provides an attractive means to address this shortfall. This study therefore applied principles 
of narrative analysis to the life story of Beth, a former elite athlete with experience of 
anorexia nervosa and, as she revealed, sexual abuse. 6 unstructured life history interviews 
took place over a period of 12 months yielding more than 9 hours of interview data. Due to a 
lack of previous narrative opportunities, the story Beth told was in many ways embryonic. 
Throughout our conversations Beth constructed multiple, fragile and sometimes contrasting 
narrative coherences indicative of a fragmented and uncertain understanding of her life. 
Practitioners should promote narrative understanding by encouraging opportunities for 
individuals with eating disorders to tell their story. Beth‟s atypical story helps create a more 
complete understanding of eating disorders in sport and serves as an additional narrative 
resource from which others might draw to story experience.  
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Given the interpretive insights gleaned from Holly‟s life history in Study 2, and 
acknowledging Flyvbjerg‟s (2006) call for more detailed exemplars within scientific 
disciplines, the broad goal of Study 3 is to continue to learn about athlete eating disorders 
through a life history approach. Specifically, this study began as a narrative analysis of the 
life history of a female athlete‟s experiences of anorexia nervosa. It became apparent early in 
the investigation that a period of sexual abuse was as central to the participant‟s life story as 
her eating disorder struggles. Rather than focus analysis on my original objective, I have 
widened my lens to encompass the emergent issue of sexual abuse. This study has therefore 
unexpectedly evolved from one centred on understanding athlete experiences of eating 
disorders to a study that addresses athlete experiences of eating disorders and sexual abuse. 
The decision to broaden the scope of the investigation in this way was one of many 
methodological issues that, over the course of the study, required consideration and 
resolution. Drawing on principles of the confessional tale (Van Maanen, 1988), whereby a 
researcher details the methodological tensions that underline the research process (Sparkes, 
2002), at various points in this study I look to make transparent key factors that have 
contributed to the narrative that is represented.  
Eating Disorders in Sport  
Implicated through a large and growing body of research, the world of competitive 
sport is considered a risk factor for the development of disordered eating behaviours and, in 
some cases, clinical eating disorders (Beals, 2004, Dosil, 2008; Petrie & Greenleaf, 2007; 
Thomspon & Sherman, 2010). It is suggested that the sporting environment presents a 
number of pressures to be thin, which can promote a dangerous preoccupation with body 
weight and, duly, disordered eating (Reel, SooHoo, Petrie, Greenleaf, & Carter, 2010). 
Examples of these weight-based pressures include an emphasis on leanness for success in 
sports such as distance running (Hulley & Hill, 2001) or figure skating (Monsma & Malina, 
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2004), disparaging comments from coaches and peers (Kerr, Berman, & De Souza, 2006, 
Muscat & Long, 2008) and unnecessarily revealing sporting attire (Thompson & Sherman, 
2009).  Ultimately, athletes considered most vulnerable to these pressures, and therefore to 
disordered eating development, are elite females competing in sports with an aesthetic or lean 
focus (Smolak, Murnen, & Ruble, 2000). Prevalence studies support these general 
contentions with one recent example claiming twice as many athletes than non-athlete 
controls possess a clinical eating disorder (Torstveit, Rosenvinge, & Sundgot-Borgen, 2008). 
 Despite intensified interest, in the popular as well as the academic press, there is much 
that is unresolved in terms of our understanding of disordered eating in sport. Athletes from 
nonlean sports, where a low body weight is not considered central to performance, have 
rarely been the focus of study yet isolated examples suggest these sports may also present 
disordered eating risk (Papathomas & Lavallee, 2006). More broadly, if athletic samples are 
at greater risk, the proposed mechanisms by which this is the case are speculative at best due 
a lack of longitudinal studies capable of identifying causal risk (Petrie & Greenleaf, 2007). In 
terms of strategies for treatment of athletes, suggestions are often anecdotally derived (e.g., 
Sherman & Thompson, 2001) or drawn from practices employed within the general 
population (e.g., Currie, 2007). These struggles with identifying risk and effective treatment 
are not new and the mainstream eating disorders literature has previously encountered, and 
continues to encounter, similar problems, with current incidence and prevalence rates 
showing no sign of decline (Hudson, Hiripi, Pope, & Kessler, 2007) and treatment outcomes 
often proving unsuccessful (Wilson & Fairburn, 2002).  
Given the aforementioned critiques, the relative absence of other ways of knowing, 
namely interpretive work, as a possible means for advancing the knowledge base is somewhat 
surprising. Although there have been various calls for more qualitative, experience focused 
work in the area (Byrne & McLean, 2001; Petrie & Greenleaf, 2007) very few scholars have 
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answered these calls. In contrast, the currently dominant medical perspective on eating 
disorders, emphasising risk factors, clinical features and recovery outcomes, is born out of 
positivist epistemologies that shun explorations of personal experience (Botha, 2009). Rich 
(2006) claims this insensitivity to personal accounts of experience is dehumanising and that 
anorexic girls long to be understood in terms of their emotional plight rather than through 
clinically defined physical problems. The detachment from individual life experience, which 
Frank (2007) suggests is typical of medical science generally, is true of much of the extant 
eating disorders in sport literature and this impacts negatively on the degree to which athletes 
are understood. For example, some athletes with eating problems have aired their 
dissatisfaction at health professionals‟ lack of appreciation for their specific illness 
circumstances (Sherman & Thompson, 2001). This perspective concurs with that of Johnson 
(1994) who stated that knowledge of the specific sporting context is important for therapists 
to provide effective support for disordered eating.  
 All this considered, athletes‟ personal accounts of disordered eating are a crucial 
means by which understanding of the phenomenon can be increased. For example, in Chapter 
3 of this thesis I offered a rare example of how an interpretive approach to athletes‟ 
subjective views can provide alternative insights to traditional conceptions of disordered 
eating in sport. In review, this interpretative phenomenological analysis of the disordered 
eating experiences of 4 elite female athletes highlighted a range of experiential features 
previously not discussed in the literature. The athletes spoke of perceived stigmatisation, 
isolation from support mechanisms and troubling identity conflicts as well as ongoing 
concerns with food and weight long after athletic competition had ceased. These issues 
represent a move away from measuring or describing disordered eating behaviours towards 
understanding what the wider implications of such behaviours might be for lived experience. 
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The focus on the athletes‟ perspectives provided a sense of some of the struggles that 
constitute an athlete‟s life with disordered eating.  
In the chapter that preceded this one, repeated interviews were used to delve deeper 
still into an athlete‟s experiences of disordered eating. Specifically, Chapter 4 provided 
unique interpretations that stretched popular conceptions of disordered eating in sport. By 
exploring the detailed life-history of a self-starving female basketball player it becomes clear 
that athletes‟ experiences are much more complex than the extant literature suggests. The 
subjective accounts included opened the window to a world beyond the realms of the sporting 
environment. Further, the use of narrative analysis in particular, gave important insights into 
how athlete interpretations of past events can impact on present and future psychological 
well-being. By continuing along this fruitful narrative tract in this chapter, disordered eating 
is again documented from an experiential perspective that highlights the idiosyncratic 
complexities non-interpretive ways of knowing do not address.     
Narrative and Eating Disorders 
A succinct and agreed definition of narrative has proved elusive though it is usually 
recognised to possess a sequential plot providing an explanation of consequence (Smith & 
Sparkes, 2009b). Narrative psychologists purport that our life experiences, and duly our 
identities, are constructed in the stories we tell of ourselves, our personal narratives (Bruner, 
1986, 1990; Polkinghorne, 1988; Sarbin, 1986). Narrative is, according to the much-cited 
declaration by Donald Polkinghorne (1988), “the primary form by which human experience 
is made meaningful” (p. 2). Consequently, for scholars seeking to explore meaning, 
experience and identity, analysis of narrative is a useful method. This is particularly evident 
within health psychology where there is great interest in how individuals make sense of 
serious illness. Numerous works have shown that the process of narrative construction is 
essential to bringing order, a sense of coherence and meaning, to a life story that has been 
  
106 
 
disrupted by illness or trauma (Carless, 2008; Crossley, 2000; Neimeyer, Herrero, & Botella, 
2006). These ideas also transfer to certain forms of narrative psychotherapy, which can be 
defined as the re-framing of experience, re-biography and narrative reconstruction (Hiles & 
Cermak, 2008). As well as finding new stories to succeed narratives broken through illness, 
therapy might also involve constructing alternative narratives to replace life stories that are 
destructive and debilitating though firmly intact (McLeod, 1997). The goal in both cases is to 
find acceptable meaning in experience, although in the former meaning is absent and in the 
latter it is present but intolerable.  
Broad commentaries on the aetiology of eating disorders argue that existing 
approaches to understanding constitute a culturally dominant medical narrative. These 
analyses usually adopt a critical perspective, implying that the clinical model of eating 
disorders is essentially an encompassing story that has resulted in a restricted understanding 
of the illness (Bordo, 1982). In effect, the medical narrative, to which psychology is a major 
contributor, precludes the exploration of meaning and portrays eating disorders as a purely 
individual psychopathological phenomenon (Botha, 2009). Such an understanding implies 
that eating disorders occur due to personal deficiencies and individual vulnerabilities such as 
perfectionism and low self-esteem (Rich, 2006). Consequently, according to Lock, Epston, 
and Maisel, (2004), modern psychology wrongly conflates the person with the eating 
disorder.  
The work of Lock and colleagues (2004) has been instrumental in outlining how an 
eating disorder, in particular anorexia nervosa, is narratively experienced. Their narrative 
therapeutic position suggests that an eating problem is a story told of oneself as influenced by 
cultural resources. Making sense of an eating disorder through the resource of the popular 
medical narrative, for example “I starve myself because I‟m vain”, can lead to an 
understanding of oneself as inherently flawed and helpless. This “person-as-problem” 
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outlook is disempowering and promotes a more troublesome experience than if an individual 
could somehow make sense of eating issues in a way that separated person and problem. On 
this issue, Lock et al. propose that what is needed is a counter-narrative, an alternative story 
that can resist the dominant one, though they acknowledge that these are perilously few and 
difficult to uphold. Finally, they assert that the only way for more counter-narratives to be 
available is to tease out “individual stories as landscapes within which effective counter-
narratives can be constructed” (p. 278). 
Despite specific narrative analyses within eating disorders research being scarce, a 
number of autoethonographic accounts exist (e.g., Axelson, 2009; McMahon & Dinan-
Thompson, 2008; Saukko, 2008; Tillmann-Healy, 1996), whereby scholars write deeply 
personal accounts of experience and situate these accounts socially and culturally (Ellis & 
Bochner, 2000). Although autoethonography is very much a methodology in its own right, 
the biographical stories that typify such work are essentially narratives. Tillman-Healy‟s 
(1996) moving prose on her experiences with bulimia nervosa is motivated to help the reader 
“engage how bulimia feels” (p. 104). She expresses dissatisfaction at the medical narrative‟s 
understanding of her experience and her writing, which contains artful descriptions of various 
subjectively meaningful moments in her life, is in part an attempt to shape a counter-
narrative: “I wrote a sensual text to pull you away from the abstractions and categories that 
fill traditional research on eating disorders” (p. 104). She is not alone in this endeavour and 
Saukko‟s (2008) autoethonographic account of anorexia nervosa is fuelled by a similar goal, 
namely it serves as “an attempt to find a way of communicating about eating disorders that 
does not simply validate diagnostic notions” (p. 34). These autobiographical narratives 
illustrate the utility of personal stories in elucidating the eating disorder experience. 
Shohet (2007) produced a rare example of a detailed narrative analysis of interview 
data drawn from 3 females with experiences of anorexia nervosa. Sohet identified two 
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narrative genres referred to as “fully recovered” and “struggling to recover” narratives. 
Shohet drew on work by Ochs and Capps (2001), who propose that narratives serve two 
fundamental, though potentially conflicting, needs – the need for a “stable” reconstruction of 
past experience and the need for an “authentic” reconstruction of past experience. Stable 
narratives are coherent, characterised by an orderly, linear sequence of causal events 
providing a clear sense of resolution of the experience. In contrast, authentic narratives 
feature a relative lack of coherence in place of ambiguous and contradictory musings on an 
evolving and uncertain understanding of past experience. Shohet maps the eating disorder 
narratives constructed in her own research onto these conceptual ideas and suggests that the 
identified fully recovered narrative resonates with a stable and coherent narrative, whereas 
the struggling to recover narrative parallels the authentic. The fully recovered individuals 
gain their narrative coherence and stability through internalising the set scripts of popular 
master narratives of eating disorders. In contrast, those demonstrating a struggling to recover 
narrative are much more critical and questioning of any given explanatory model and, 
perhaps in a bid for authenticity, ponder the nature of their experience. The result of these 
reflections is a less coherent and less concrete understanding of the illness.  
Shohet (2007) concludes her paper by suggesting that the type of narrative that is 
constructed also plays a contributory role in shaping experiences of recovery; it is “reflective 
and constitutive of the type of recovery processes they have undergone” (p. 350). 
Specifically, the certainty associated with the fully recovered narrative breeds commitment to 
recovery and thus helps maintain it. In effect, there is no room to deliberate some of the 
perceived benefits of an eating disorder or to critique recognised recovery routes, as is the 
case with the struggling to recover narrative, which, it is claimed, perpetuates the recurrence 
of anorexia. Such an interpretation is insightful and informative and concurs with the 
narrative standpoint that our personal stories shape our future actions and experiences. In 
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linking narrative constructions to recovery it is apparent that stories, in particular stories of 
eating disorders, matter enormously to understanding the experience and how those who 
suffer them might best be supported. 
In summary, the aim of this study is to expand understanding of eating disorders, and 
specifically eating disorders in sport, beyond traditional, dominant medical conceptions. The 
chief objective is to explore the experiential features of an eating disorder that, largely due to 
psychology‟s preference for positivist research, have often been neglected. Given the 
assertions that personal stories are important in the study of mental illness (Carless, 2008; 
Roberts and Holmes, 1999) and that individuals understand experience and construct identity 
by constructing narratives, narrative inquiry is considered a useful approach to achieve these 
broad goals. Adding to the novel insights discussed in the previous chapter, the life history 
stories of a former competitive tennis player with experiences of anorexia nervosa are 
interpreted through a narrative analysis. Particular concerns include the meaning given to 
eating disorder experiences, the narrative processes involved in constructing these meanings 
and the implications of constructed meanings for identity, experience and action. 
Methodology 
Philosophical Positioning 
The approach to narrative inquiry adopted here is underpinned by the philosophical 
principles of interpretivism. This runs counter to what Gergen (2001) describes as one of the 
mainstays of psychological science – that there is an objectively knowable world. In contrast, 
embracing postmodern thought, interpretivism assumes a constructivist epistemology, and a 
relativist ontology. The former contends that claims to knowledge are always dependent on 
the perspectives and experiences of the person making the claim; irrespective of the methods 
employed there can be no theory-free knowledge or God‟s-eye view (Smith & Deemer, 
2000). The latter infers that accordingly, with reality unknowable independent of observer 
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perspective, all knowledge and our understanding of it, is therefore relative. Ultimately, there 
is no accessible external referent of reality from which one account can be verified over 
another. Relativism however, contrary to popular critique, does not imply that judgements on 
quality do not or should not occur, as Gergen (1985) explicates with reference to a relativist 
standpoint in the study of psychology – “this does not mean that „anything goes‟. Because of 
the inherent dependency of knowledge systems on communities of shared intelligibility, 
scientific activity will always be governed in large measure by normative rules. However, 
constructionism does invite practitioners to view these rules as historically and culturally 
situated–thus subject to critique and transformation” (p. 273).  
Reflexivity and Confessional Writing 
 A confessional approach is synonymous with reflexivity in research and the notion 
that researchers should be critically aware of their own role in constructing knowledge. As 
stated by Altheide and Johnson (1998) “how knowledge is acquired, organised and 
interpreted is relevant to what the claims are”.  In considering these “hows” of 
methodological practice, and confessing these considerations as part of the research report, 
the reader is provided with greater context as to how knowledge claims are formed. Plummer 
(2001) articulates the value of reflexive writing well when he states “research knowledge 
only makes sense if we can acquire understanding about the active processes through which 
such knowledge becomes produced” (p. 208). Attending to these active processes requires a 
distancing from the author-evacuated style of traditional scientific writing towards a style that 
acknowledges the presence of the author/researcher as a key figure in what is presented 
(Sparkes, 2002). The ensuing study embraces authorial presence by intersecting data analysis 
with reflexive ruminations on method, producing what Marcus (1994, p. 567) describes as a 
“messy text”. 
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Writing in a confessional/reflexive way, although popular across much qualitative 
research (Pillow, 2003), is particularly in tune with the fundamental tenets of narrative 
inquiry. Critically, narrative construction is regarded as a relational feat with narratives not 
pre-existent in the minds of individuals but rather composed within interactional and 
discursive contexts (Reissman, 2008). The interactive interview common in narrative studies 
represents one such discursive context in which narrative can be constructed or, more aptly, 
co-constructed. It is this emphasis on socially constituted reality, and the pivotal role of the 
researcher/interviewer in this process, that makes narrative inquiry and reflexive practice so 
compatible. For example, a researcher‟s framing of questions, reactions to interviewee 
responses, personal disclosures, and the broader interviewer-interviewee relationship 
dynamics all influence the construction of a particular narrative account (Manderson, Bennett 
& Andajani-Sutjahjo, 2006). It is therefore important to reflexively consider how narrative 
meaning is collaboratively shaped in these ways (Gubrium & Holstein, 2009). In addition to 
interview nuances, all narratives are considered essentially performative (Gubrium & 
Holstein, 2009, Reissman, 2008) in that they are constructed differently for different 
audiences and contexts. A story told to a researcher may alter significantly when told to a 
friend or a family member. Again, addressing how a participant‟s narrative is tailored 
towards oneself as the listener is a matter worthy of reflexive deliberation. 
The Participant 
Beth (pseudonym) is a 24-year-old postgraduate student in England who formerly 
competed to a national standard at tennis. Her various tennis endeavours, she also attended a 
full University scholarship in America, have since been replaced by an involvement in 
competitive distance running. She volunteered to partake in this study by answering 
recruitment materials (see appendix B) that sought athletes with experiences of disordered 
eating in sport. Beth‟s eating disorder was particularly severe. At the age of 19, towards the 
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end of her first year of University, she weighed just over 40kg and was clinically diagnosed 
with anorexia nervosa. At the time of our interviews Beth described her eating habits and 
attitudes as still troubled although she maintains that she now manages this to a point: “my 
eating habits are horrendous and I just don’t know if I’m ever going to be able to become 
normal as such…I control it so it’s not going to affect my life and my weight so much”.   
During our first meeting I tried to ascertain the role sport had played in her illness in 
order to assess her suitability for a study investigating experiences of eating disorders in 
sport. Beth‟s responses were hesitant, uncertain and unforthcoming. She skirted around 
several issues and made repeated vague references to what she termed “structural pressures”. 
Eventually she confessed to having been sexually abused by her tennis coach. I thanked Beth 
for finding the strength to disclose this information and reassured her that, if we went ahead 
with the study, she would not be asked to discuss anything she felt uncomfortable with. 
Immediately after this meeting, I telephoned my PhD supervisor with a range of concerns. I 
was primarily concerned that Beth‟s experience differed to that typically portrayed in the 
eating disorders in sport literature. I sensed her story was fundamentally different to that of 
the athlete who makes body comparisons with other athletes, whose weight is criticised by 
coaches and who essentially diets to improve performance. Like any audience to a story, I 
possessed preferred plots and themes (Holstein & Gubrium, 2000). After much discussion 
with my supervisor, it was decided that to not conduct research with Beth because she didn‟t 
fit a highly prescribed criteria was against the spirit of qualitative research, which actively 
seeks diversity and complexity. My goal was not to purely verify what the literature already 
tells us, reinforcing the existing medical narrative in the process, but to explore new terrain 
by researching personal, idiosyncratic understandings of experience. My supervisor and I 
agreed fervently that it was a moral obligation to honour, rather than silence, Beth‟s atypical 
narrative. In so doing, a possible counter-narrative to the traditional athlete with an eating 
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disorder tale is witnessed, which as well as enriching knowledge of the phenomenon might 
also resonate with the lives of others, whose experiences, perhaps until now, have not seemed 
to fit with the dominant story. As the story of an athlete with an eating disorder Beth‟s story 
warrants study. As a story distinct from others, it demands it.    
Narrative Interviewing  
In line with other narrative studies (e.g., Carless, 2008) I conducted life history 
interviews that emphasised allowing Beth to talk freely and extensively on the issues she 
deemed pertinent to her life. In total, a series of 6 unstructured life history interviews took 
place over a period of 12 months yielding more than 9 hours of digitally recorded interview 
data, all of which was transcribed verbatim. Each interview lasted between 60 and 130 
minutes and took place at my university office. As stipulated by the university ethical 
advisory board that approved this study, Beth received a participant information sheet 
detailing the nature of the study and her involvement in it prior to interviews taking place (see 
appendix C). Beth also signed an informed consent form (see appendix D). 
In the first instance I conducted a less formal interview as a means to introduce Beth 
to the interview setting and accustom her to the experience. From the outset, I informed Beth 
that she could withdraw from any interview, or the whole study, at any point and that she 
need not discuss topics she did not feel comfortable with. It was also a chance to begin to 
build rapport and feelings of respect and trust that are necessary if an individual is to share 
intimate details. Facilitating this process, principles of relationality, mutuality and empathy 
(Cole & Knowles, 2001) guided interviews. In addition, drawing on recommendations by 
Rapley (2004), I looked to talk in a relaxed and informal manner, establish mutual interests 
and, where appropriate, self-disclose. I was able to quickly and easily form a bond with Beth 
due to several commonalities; amongst other things we were both postgraduate students, we 
enjoyed similar sports and supported rival soccer teams, all of which provided plenty of 
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scope for conversation. Beth appeared relaxed and at ease during this first interview and 
unprompted she began addressing issues regarding anorexia nervosa, and to a lesser extent 
sexual abuse, far earlier than I had anticipated. 
Plummer (2001) states that interpretive approaches to life history and narrative often 
deploy interviews that are largely open, interactive and conducted with very general guides. 
In support of this view, Atkinson (1998) states that “the less structure a life-story interview 
has, the more effective it will be” (p. 41). That said, the aims of the study provided an 
implicit structure to our conversations. Beth and I were acutely conscious that my research 
was broadly focussed on the experience of disordered eating and as a result Beth‟s reflections 
on her life experiences, as well as my probes for further detail, were framed in light of this. 
Beth‟s leading of the first interview would prove characteristic of subsequent interviews. I 
encouraged Beth to dictate topics for discussion and I would ask her to describe, expand on, 
and provide examples of issues of interest. Although digressions were welcomed, their 
frequency and sheer scope was at times unsettling. It was important to relinquish control in 
this way and remind myself that discussions not obviously relevant can provide important 
contextual information for interpretive work. When pertinent issues did surface, probes such 
as “how did/do you feel about that?” and “what did/does that mean to you?” encouraged Beth 
to reflect and engage in narrative construction. On completion of each interview, I conducted 
a preliminary reading and noted topics of interest to be discussed in subsequent interviews. 
Beth was forwarded full transcripts for all interviews. 
Narrative Analysis 
Approaches to narrative analysis abound and this is considered a fundamental strength 
(Coffee & Atkinson, 1996). Most narrative methods however share an emphasis on keeping 
participants‟ stories intact, as opposed to fracturing data into discrete themes, and therefore 
incorporate extended interview extracts into analysis (Reissman, 2008). It is within longer 
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segments of data that essential narrative features such as context, plot and sequence over 
time, can be preserved. These narrative features are telling and enable the researcher to 
embrace the complexity and ambiguity of experience. The interviewing strategies discussed 
in the previous section ensured that appropriately extensive narrative accounts were in place, 
on which analysis commenced. From a broad perspective, I adopted the position of what 
Smith and Sparkes (2009a) term a “story analyst”, which they define as a researcher who 
“steps back from the story generated and employs analytical procedures, strategies and 
techniques in order to abstractly scrutinise, explain, and think about its certain features. They 
also theorise it from a disciplinary perspective to develop theoretical abstractions”. My work 
as a story analyst was primarily informed by the ideas of Holstein and Gubrium (2000) and 
Gubrium and Holstein (2009), whilst also drawing on specific techniques profiled by other 
prominent narrative theorists (e.g., Lieblich, Tuval-Mashiach, & Zilber, 1998; Reissman, 
2008). 
Holstein and Gubrium (2000) and Gubrium and Holstein (2009) offer a form of 
analysis that suggests orienting towards the whats and hows of narrative reality. The whats of 
a narrative concern the environmental circumstances of narration, whereas the hows concern 
the processes through which an individual creatively accomplishes a narrative. To emphasise, 
it is considering the role of descriptive resources and institutional constraints as well 
attending to the artful, performative element of narrative construction. These two aspects 
form the crux of what is termed “narrative practice” whereby individuals “actively craft and 
inventively construct their narratives” while also drawing from “what is culturally available, 
storying their lives in recognizable ways” (Holstein & Gubrium, 2000, p. 103). Working to 
these principles, in trying to interpret Beth‟s eating disorder experiences and the processes by 
which they are constructed and made meaningful, the whats and hows were integral. Gubrium 
and Holstein recommend a continuous and fluid shift back and forth between these hows and 
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whats in a process coined analytic bracketing. This important technique ensures primacy is 
not granted to one element of narrative practice over another but rather recognises that each 
component is “mutually constitutive; each reflexively depends upon and incorporates the 
other” (p. 29). Essentially, neither the independent individual nor the cultural environment 
fully determines narrative construction and this, therefore, should be reflected in analysis. In 
view of these recommendations I read the transcripts multiple times, sensitising towards the 
whats and hows. In the first instance, I made frequent, loose analytical observations and 
annotated these besides the relevant segments of text. As the reading became more focused I 
oriented towards the thematic content and structural form of the narrative (Lieblich, Tuval-
Mashiach & Zilber, 1998; Reissman, 2008) allowing interpretations as to the social and 
cultural determinants of the story told – the whats. In turn, I attended to the performative 
qualities of the narrative and the artful, creative and selective choosing from given 
experiences to form linkages that construct meaning – the hows.  
Interpretations and Discussion 
Throughout the subsequent analysis, I discuss Beth‟s narrative constructions with 
reference to principles of narrative theory as well as to existing literature on eating disorders 
and sexual abuse. Firstly, the reader is given the opportunity to “meet” Beth through the 
provision of broad contextual information on her life. The biographical synopsis presented, 
supplemented with direct quotes from interviews, serves as a necessary preface to the formal 
analysis that follows.  
Meeting Beth 
Beth grew up in a quiet and isolated village in England where she suggests there is 
“not a lot happening…not much going on”. Through her childhood years both her parents 
earned their living in caring professions. Her younger brother, with whom she is close, 
completes the family unit. Family life was described as often turbulent and mum and dad 
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would regularly clash over work stresses, financial pressures and other deep-rooted 
relationship issues. According to Beth, this had an enduring impact on her life: “I’ve always 
taken anxiety on from my parents’ problems and that’s as far back as I can remember”.     
Beth remembered herself as a sensitive, nervous, self-conscious child. Worry and 
anxiety pervaded her life from very early on: “I’ve always had this thing where I’ve felt 
people don’t like me or worried that they don’t like me or worried if I’ve done something 
wrong”. With other children she would be “worrying about being noticed… being bullied”, 
scared that she was different, that she did not fit in. Beth attributed many of these troubling 
experiences to her mother, whose eccentric tendencies led to Beth sporting unconventional 
clothes and an unusual haircut for which she was teased. She also described her mother as 
temperamental and as someone who would project mood swings and marital conflicts onto 
Beth during heated arguments. For Beth, the consequences of these outbursts were 
devastating: “I grew up believing everything was always my fault and that I was really 
selfish”.  
Interestingly, this unassuming child also possessed a fierce competitive streak: “I was 
always quite competitive…I just wanted to be winning”. Beth applied her competitiveness to 
sport, particularly football, and she excelled at it:  “I was always playing football from the 
word go really…that was my passion”. As Beth got older the opportunities to play football 
were fewer and by the age of 11 she had started playing tennis. Once again she excelled and 
her participation swiftly progressed from an informal weekend activity with friends to 
representing her local club and soon after her region. At 12 years of age Beth played tennis 4 
times a week, had a personal coach and was competing in tournaments. Her sporting 
endeavours were not immune to the turbulent relationship she had with her mother. Beth 
suggested that although her mother encouraged tennis, she resented the strain it placed on the 
family in terms of money and time. Arguments would surface regularly and Beth stated that 
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she was often made to feel guilty by her mother for pursuing the sport: “in one way she was 
driving me, in the other way she was bullying me for doing it”.  
 Beth‟s tennis career managed to develop despite inconsistent attendance to 
tournaments and the disruptive backdrop of her family life. Beth explained that her mother 
was proactive in recruiting effective coaches and after Beth suffered successive losses to her 
closest rival she was moved to a third coach inside a year. She disliked these regular changes 
and recalled arriving at the new coach feeling vulnerable: “my confidence was extremely low, 
especially in tennis terms, I was really not confident anyway in any aspect of my life”. This 
vulnerability was amplified by the worsening arguments at home caused by the escalating 
demands of Beth‟s tennis career. Beth sought solace in her new coach, with whom she had 
established a good relationship: “I turned to him to ask for help and advice”. He seemed 
caring, considerate and trustworthy. Tragically, the coach abused this trust and exploited 
Beth‟s troubled situation, coercing her into a sexual relationship that would last 3 years. Beth 
was 13 when the abuse started. This traumatic episode was compounded by the onset of 
anorexia nervosa 5 years later. At the time of this study, despite previously receiving 
psychiatric support, Beth continued to struggle to make sense of these life experiences.   
Resistance of Narrative Opportunities  
Narrative opportunities occur in an abundant array of relational and institutional 
contexts, such as counselling sessions and self-help groups, and serve the important role of 
inciting individuals to construct the narratives needed to understand their lives (Holstein & 
Gubrium, 2000). Narrative opportunities prompt the act of “emplotment”, the organising of 
life events in to an order that makes explanatory sense and provides meaning to experience 
(Ricoeur, 1984). Throughout our conversations together it was evident that Beth had seldom 
accepted an opportunity to tell her story, either in terms of anorexia nervosa or sexual abuse. 
With regards to the former, Beth recalled an inability to acknowledge her issues with food 
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stating “there was nothing that would have made me admit it and I thought that everybody 
else was just being stupid and that I just wanted to be healthy”. Denying her illness in this 
way, a common diagnostic feature of anorexia nervosa (American Psychiatric Association, 
2000), inhibits the integration of the experience into a narrative plot, as there is, according to 
Beth, no significant experience to integrate. Similarly, when discussing her experience in a 
professional setting, Beth also stated: “with the psychiatrist I wouldn’t speak at all. I used to 
hate it so much, I used to dread going there”. From this I suggest that attempting to narrate 
the problem is so painfully difficult for Beth that she is forced to resist obvious narrative 
opportunities.  
Beth‟s previous narrations of her sexual abuse experiences have been equally sparse 
as is clearly emphasised by the following quote: “for years I just kept it to myself…I still find 
it really impossible to talk about”. The shame, guilt and self-blame that she experienced, 
typical responses in victims of abuse (Neumann, Houskamp, Pollock, & Briere, 1996; 
Putnam, 2003), conspired to ensure disclosing her experience to another was extremely 
difficult (e.g., Tang, Freyd, & Wang, 2008). Although the burden of secrecy was likely 
psychologically problematic in itself (Pachankis, 2007), in terms of narrative it prevented 
Beth receiving the support necessary to construct a story to make sense of such traumatic 
experience. Beth‟s claim that the issue is “still” difficult to discuss was apparent during the 
interviews in this study. Specifically, Beth employed a range of euphemisms in place of the 
terms abuse (“what I experienced”, “what happened to me”) and abuser (“the coach”, “the 
last coach”). I suggest that if the mere utterance of terms related to the experience is 
threatening, then considering the place of the experience in relation to her overall life story, 
in other words producing narrative coherence, represents a distinct challenge. These efforts at 
resisting narrative constructions of abuse appear to protect Beth from what are, as she 
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described, disturbing consequences of revisiting painful memories: “I just feel sick thinking 
about it. Now I still have nightmares about it and it makes me feel sick to talk”.  
Given the highlighted barriers to Beth‟s narrative practice, her existing constructions 
are primitive and uncertain. Discussing her self-starvation, Beth confirmed an absence of 
narrative plot: “obviously it’s confused in my head, why it’s happened and where it all came 
from”. Beth is similarly void of plot when articulating her experiences of sexual abuse: 
“there’s still a lot of issues that I’ve not really got over I think. I’ve still not really worked it 
out in my head”. Beth is yet to construct a workable plot for either issue and this equates to 
narrative incoherence, the psychological consequences of which can include identity loss 
(Charmaz, 1991) and hopelessness (Frank, 1995). Further, a disrupted and incoherent 
narrative can be as problematic in and of itself as the illness or trauma that caused the 
disruption (Hyden, 1997).  
It is suggested that in cases of narrative disruption the formulation of stories, the act 
of narrative (re)construction, becomes important in terms of rebuilding a sense coherence, 
finding meaning and adapting to trauma and illness (Crossley, 2000). As I have established, 
such a story escapes Beth, although as she talks about her life it is apparent that she is taking 
tentative steps towards creating one. For example, she hinted that at times her resistance to 
narrating her experiences may be alleviating: “I think I’ve learnt to speak a bit more”. 
Perhaps the clearest indication that Beth has ceased to fight what Reissman (2008) calls our 
“narrative impulse” (p. 21), was Beth‟s volunteering to participate in this study. Research 
interviews, particularly those loose in structure, are narrative opportunities in their own right 
(Reissman, 2008) and Beth‟s willingness to partake in these implies an eagerness to work on 
her narrative construction.  
Viewing the research process as a context whereby Beth makes a concerted effort 
towards narrative construction placed an enormous responsibility on myself as the researcher. 
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To explicate, if, as I have emphasised, forming a narrative can help Beth understand and 
adjust to her experiences, and if it is also accepted that narrative construction is an 
interactional accomplishment (Gubrium & Holstein, 2009), then our interviews can be seen 
as a collaborative effort towards the critically important work of storying Beth‟s life. From 
the first interview Beth was aware of this joint narrative practice and happy for it to take 
place: “you might be able to determine the build up of it, maybe better than I can myself”. 
This statement could also be interpreted as a direct request for help with her narrative 
endeavours, a pleading for the answers to the uncertainly that shrouds her life. Qualitative 
research often presents therapeutic consequences (Stuhlmiller, 2001) but it is critical to 
recognise that it is not therapy and I am not a therapist. This issue remained as a surface 
tension throughout all our conversations, with Beth at times seemingly seeking counsel and 
me tempted to provide it. Staying acutely conscious of the porous boundaries between 
empathy and therapy was a challenging but necessary task requiring great discipline. Instead, 
my role in Beth‟s narrative was to serve as an active listener, to evoke stories of experience 
through my questions and to establish a comfortable environment conducive to sharing 
intimate details. This provided the platform, a narrative opportunity, for Beth to try and 
organise her life into a meaningful plot. The ensuing sections dissect these efforts at 
emplotment and discuss the implications of each for Beth‟s psychological health and the 
quality of her present and future experiences. 
Constructing Sexual Abuse 
The use of the present progressive tense “constructing” within the title of this section, 
and the section to follow, is a deliberate choice to reflect the on-going nature of Beth‟s 
narrative work. The extended account presented next illustrates that Beth possesses two 
conflicting interpretations of the relationship she had with her coach: 
I mean it took it me a long time to realise it was actually an issue for me because it 
had been drilled in to me that it was like, that I was in love and it was a love thing you 
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know…I still kind of blame myself. Actually, I don‟t know if you watch East Enders 
(UK television soap opera) but what‟s happening now at the moment has really 
helped me because they‟ve profiled this paedophile and the situation is more or less 
exactly the same as what happened to me. The same ages, the same words that he uses 
that I used to hear and it‟s kind of helped me to realise that actually maybe I was, you 
know, abused and, you know, because the way they make it sound it just manipulates 
your mind and dupes you so much that you believe that it‟s this love story and to this 
day I‟ve still not managed to get out of that manipulated way of thinking and so this 
has really helped me 
 
AP: How did it help you exactly? 
 
Beth: …because obviously they‟re profiling him as a paedophile and I‟ve still not 
managed to see what happened to me as child abuse  
 
Beth‟s original understanding of her abuse experience is that it was in fact not an 
abuse experience but rather an experience of romance, “a love thing”. The romance tale is 
considered one of a limited stock of archetypal story forms, the basic themes of which 
concern adventure and conquest (McAdams, 1993). A pervasive variation of the romance 
narrative is characterised by boy meets girl, they fall in love, and they live happily ever after 
(Kirkman, Rosenthal & Smith, 1998). Beth acknowledged that her coach manipulatively 
projected such a “love story” on to their abusive relationship, which, as a young and 
impressionable early adolescent, she internalised. Beth consequently constructed the 
relationship in terms of the general plot of the romance narrative, normalising and 
legitimising the experience in the process. Her narrative duly became a story of forbidden 
love as opposed to sexual abuse. This is in accordance with Bruner (2004) who claims 
culturally prescribed canonical narratives of this sort can guide the way individuals 
understand and live out their lives. Reinforcing this romanticised construction of events, 
Beth‟s abuser manufactured what Davies and Harre (1999) describe as the two major roles 
for living out the romantic love narrative: that of the male hero with a heroic goal and that of 
the female heroine who is usually the victim of some circumstance, from which the hero must 
save her. Specifically, preying on her family instability, Beth‟s coach played the romantic 
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hero who understands her troubles and can rescue her from the turmoil at home. It was an 
appealing story for a vulnerable adolescent girl to tap into.      
 Beth lived out the romance narrative for the entire period she was sexually abused. As 
a result, the story became such an established and coherent explanatory plot for the 
experience that it persists, to a degree, even now. Despite the emergence of a new 
interpretation of events, that she was actually sexually abused, she struggles to “get out of 
that manipulated way of thinking” and she claimed she still cannot “see what happened to me 
as child abuse”. At the time of the interviews Beth was grappling with the two competing 
narrative constructions of love story and abuse story and their differing interpretations of the 
past. This is important narrative work for Beth given the diverse implications each narrative 
option provides for her present and future self. To illustrate, storying the experience in terms 
of a typical romance to which she consented implicates Beth as an equally responsible and 
willing participant in what now seems vastly inappropriate. From this standpoint Beth‟s 
moral integrity is jeopardised leading to a variety of persistent negative feelings, including, as 
she often repeated, guilt. On the other hand, Beth is eager to story her experience as one of 
sexual abuse as it rightly absolves her of responsibility as a susceptible minor and places it on 
her coach as an adult in a position of authority. She will consequently cease to be a 
conspirator in an illicit relationship therefore potentially alleviating feelings of guilt and self-
hatred.  
 Beth asserted that her struggle to reconstruct her experiences in terms of abuse was 
greatly facilitated by a storyline depicted on East Enders, a popular BBC television soap 
opera in the UK. Beth had been watching the programme very recently and stated that it 
“really helped me because they’ve profiled this paedophile and the situation is more or less 
exactly the same as what happened to me”. In effect, seeing a fictional parallel of her 
personal story presented as a paedophilic crime serves to validate and strengthen the 
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preferred abuse narrative and weaken the romance narrative. This demonstrates how a 
culturally available narrative can inform a personal narrative to produce new meaning 
(Somers, 1994). Guided by the fictional account, Beth is provided with a workable plot to 
understand her own life differently to the troubling romance story that has previously 
dominated. She is now capable of seeing that her vulnerabilities were exploited, she was 
manipulated and, crucially, she was not to blame. In this respect the new story can be seen to 
take care of her (Frank, 2007), affirming her experience and, in particular, her innocent role 
in it. 
 In later conversations, Beth alluded to other similarly helpful means of narrative 
reconstruction:  
this last year has helped me…I‟ve had a lot of friends and I‟ve been more open with 
some people about it and I‟ve managed to tell a couple of people, and you as well, and 
in doing that I‟ve kind of realised people‟s reactions and the fact ok well it was weird 
of him and it was wrong and I wasn‟t to blame. That‟s helped me so much 
 
Here, Beth outlined the relational element to narrative construction. In narrating her 
experience to a small number of people, including myself, the story is strengthened by the 
responses of these various audiences. It is a process whereby “people’s reactions” help 
confirm that “it was wrong” and, again, that she “wasn’t to blame”. Just as the fictional 
drama verified Beth‟s abuse narrative, so too do these social interactions. 
Despite the progress documented thus far, the fact remains that Beth is still yet to 
fully subscribe to the abuse story over the alternative love story and, as identified from the 
outset of this section, both narratives co-exist as plausible options.  In the following extract 
Beth reflected on the details of the duality of her understanding:   
Even now there‟s still like a little bit of doubt. Say then (time of the abuse) there was 
like ok there‟s 5% of me knows it was wrong but 95%…but now it‟s the opposite way 
round so 5% of me is blaming me still but the 95% knows it‟s wrong so I‟ve turned 
that around now  
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This quote exemplifies what Holstein and Gubrium (2000) term “narrative reflexivity” 
whereby Beth, as a narrator, is aware of her active involvement in deciding which story to 
live by. Beth has metaphorically stepped out of her story to provide her own narrative 
analysis of how the relative prominence of the two available narrative options has evolved 
over time. Beth ascribed a 95% figure to indicate the dominance of her current preference for 
interpreting her experience as an act of abuse as opposed to the formerly dominant romance 
option. She acknowledged her personal agency in instigating this reversal of meaning when 
she stated: “I’ve turned that round now”. This turn around is offset by the “little bit of doubt”, 
the insidious “5 percent”, which refuses to dismiss the romance narrative and the negative 
emotions that accompany it.  
 Ultimately, it is evident that Beth is presently unable to produce a stable and coherent 
narrative of the sexual abuse she endured as a child. The consequence of this is that she lives 
in a torturously confused state, perpetually flitting between two opposing narratives neither of 
which can provide an understanding she is satisfied with. As long as this narrative resolution 
remains out of reach, Beth is condemned to repeatedly reliving the traumas of the past as part 
of a continued search for meaning.  
Constructing Anorexia Nervosa 
Beth‟s uncertainty regarding the nature and origin of her eating disorder experiences 
also demands narrative work. Once again our interview sessions represented a rare 
opportunity for this work, a chance for Beth to engage in sustained narrative construction. 
Unlike our discussions of abuse, Beth seemed motivated to find some understanding rather 
than a specific understanding. Exploring different narrative possibilities, Beth continually 
monitored, modified and revised her story as she embarked on a process of narrative editing 
(Holstein & Gubrium, 2000). In this section I present some of the narrative constructions 
proposed by Beth and speculate as to the possible impact of each on her current self. 
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Given the wealth of literature implicating incidents of sexual abuse as a possible risk 
factor to eating disorder onset (e.g., Connors & Morse, 1993; Everill & Waller, 1995), Beth‟s 
sexual abuse experiences provided an obvious and culturally persuasive means to understand 
her eating disorder. It was a perspective supported within Beth‟s social milieu, including one 
pertinent example involving her general practitioner: 
 
she (doctor) new that I‟d had an eating disorder and she just out right said, you know, 
“you‟re in sport, were you abused by a coach?”, she just said it like that, and I said 
“how did you know?” and she said “well I‟m really sorry but it‟s quite common, for 
people who have had eating disorders for this to have happened” 
 
This incident outlines the relational forces pushing the abuse-anorexia link. The doctor‟s 
unhesitant and forthright identification of Beth‟s history of sexual abuse based on her eating 
disorder diagnosis practically portrayed Beth‟s experience as the norm, implying an element 
of causal certainty. Reflecting on this potential narrative line, Beth also acknowledged her 
father‟s adherence to it:    
it‟s correlating what happened (abuse) with what I put myself through (anorexia 
nervosa) which to my dad is very obvious but to me is not so much 
 
Despite such relational influence from important sources, Beth exercised her narrative agency 
and resisted what for her is an unsatisfactory explanation. She later reasoned that given the 
eating disorder emerged when she was yet to interpret her experience as abuse but had 
“written it off as a normal relationship”, it is illogical for abuse to be considered as a causal 
factor. It is implicit from the deep consideration afforded to this narrative option and Beth‟s 
reluctance to accept it despite its popularity, that it is important for her to construct a story 
that is faithful to her experiences. 
 Dismissing the sexual abuse hypothesis in this instance, Beth turned to other events in 
her childhood for more personally acceptable clues on the origin of her eating problems. 
Within the following extended extract Beth exemplifies narrative construction in action as 
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she engaged in a careful process of selecting events that might have had some bearing on the 
emergence of her eating disorder:   
 
I used to hate the jodhpurs, you know those tight jodhpur pants that you have to wear 
when you‟re riding. I can remember hating wearing those and my mum saying that I 
looked like I was pregnant or something…that must have been when I was 8 or 9. 9 
probably. I always thought that I had fat thighs or something and if I‟d ever express it 
to my mum she used to tell me it was puppy fat or I would grow out of it or you‟ve 
just got fat cheeks but you‟ll get rid of it or something…or she‟d say „oh well 
unlucky, you‟re like me and you‟re always going to have to worry about what you eat 
all the time‟. My mum would always express opinions about other people as well. 
Even children my age…at that age I don‟t know that it really sat in me that much and 
certainly didn‟t restrict what I was eating…but that was probably also because I was 
so sporty. I was outside all the time and I think my mum pointed out to me as well 
„you‟ll be alright now, for now, because you do a lot of sport, you‟re always doing 
sport‟…yeah that‟s one of the reasons why when I stopped playing tennis I was so 
aware that I had to stop eating or control what I was eating more.  
 
Beth initially recounted an example of childhood body consciousness when she described her 
disdain for wearing jodhpurs. She intimated that her mother‟s comment that she looked 
“pregnant” had some role in these concerns, perhaps as a cause or, at least, exacerbating her 
fears. Beth followed this by listing examples of her mother‟s unhelpful responses to her 
concerns about having “fat thighs”. We are then informed that her mother would regularly 
“express opinions” on other people‟s weight, “even children”. By citing these multiple 
selected memories in succession, Beth quickly portrayed her mother as a primary and integral 
influence on her early body insecurities, setting up a possible link to her subsequent self-
starvation.  Such narrative devices ensure the developing story is persuasive. In the context of 
Beth‟s current narrative uncertainty, we can speculate that her efforts at persuasion are 
“strategic” (Reismann, 2008) and reflect her eagerness to adopt this potential narrative plot as 
her preferred story. In narrating persuasively, Beth encouraged me to concur with her 
forming narrative rather than challenge or alter it. If I accept the forthcoming linkages, the 
narrative thread is strengthened and some narrative uncertainty is resolved.  
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As Beth continued, there is further evidence that the notion of her mother as a 
contributory factor in her eating disorder is a plot she is beginning to accept and buy into. For 
example, discussing her mother‟s comments, she proclaimed that “at that age I don’t know 
that it really sat in me that much” and that they “certainly didn’t restrict what I was eating”. 
Both these statements can be considered to work against the favoured narrative line. Perhaps 
sensing her preferred story under threat, Beth moved quickly and qualified these statements 
by adding, after a momentary pause, that the lack of immediate impact of her mother‟s weight 
comments was “probably” due to her being “so sporty” that she did not yet need to stop 
eating. The use of the word “probably” however implies an element of doubt to this 
justification. Countering this doubt, Beth adopted an ancient literary device of persuasion by 
providing a direct quotation to support the assertion: “my mum pointed out to me as well 
‘you’ll be alright now, for now, because you do a lot of sport’”. Satisfied that the absence of 
childhood eating issues was due to her high physical activity levels and not the 
inconsequentiality of her mother‟s comments, Beth can go on to link these comments to her 
adult eating issues.  Beth achieved this when she later recalled a specific eating related 
outcome of her mother‟s quote: “yeah that’s one of the reasons why when I stopped playing 
tennis I was so aware that I had to stop eating”. The constructed story is now complete; an 
experience from the past is causally linked to later eating problems providing a sense of 
narrative coherence that gives meaning to the experience. 
Beth‟s constructions of her experience as partially a consequence of her mother‟s 
behaviours can be seen to occur under the auspices of a culturally dominant story. 
Specifically, explaining an eating disorder from a familial perspective, such as a daughter‟s 
relationship with her mother, is consistent with the prevailing medical narrative emphasis on 
individualised psychopathology (Botha, 2009; Rich, 2006). The fundamental premise is that 
either hereditarily (Klump, Miller, Keel, McGue, & Iacono, 2001) or via some dysfunction 
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within the family unit (Benninghoven, Tetsch, Kunzendorf, & Jantschek, 2007) the 
vulnerable individual will be at increased eating disorder risk. The troubling subtext, as with 
all individualised etiological models of this kind, is that the person with the eating disorder, 
or the family, has some inherent flaw that has induced the illness (Rich, 2006). For Beth, this 
individual weakness might be considered her eagerness to please her mother, the ease at 
which she was influenced by comments, or, perhaps more straightforwardly, that she is 
genetically predisposed via her mother. Some theorists have expressed concern that this 
unfair character assassination damages individuals by stigmatising and silencing them (Rich, 
2006; Lock et al. 2004; Lock, Epston, Maisel, & de Faria, 2005). Effectively, living by the 
dominant narrative leads to experiences of personal deficiency, worthlessness and 
helplessness (Lock et al. 2004, Lock et al. 2005). It might be argued that Beth‟s faith in this 
story, her eagerness to construct her experiences in line with it, might be somewhat misplaced 
given these negative implications. On the contrary, given the story‟s dominance and the 
distinct lack of viable alternatives (Lock et al. 2005), Beth‟s efforts might best be understood 
as finding meaning through the only narrative available. Although there may be troublesome 
consequences associated with medicalised understandings of eating disorders, as Frank 
(2007) tells us, when it comes to making sense of illness any story is better than no story at 
all.  
Many of Beth‟s further attempts at constructing an understanding of her eating 
disorder experiences were informed by the core assertions of the dominant medical narrative. 
This is logical given that the encompassing nature of such master narratives gives them a 
contagious quality that ensures they are more likely to be adopted by individuals (Holstein 
and Gubrium, 2000). Beth provided a good example of the contagiousness of certain 
narratives when she speculated on the role of the sporting environment during a tennis 
scholarship she attended in America: “my coach was really strict about diet and lifestyle and 
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very critical with anyone who wasn’t aligning with his thinking. There was a girl on the team 
who was a bit bigger and he used to criticise her endlessly”. Beth goes on to make a link 
between this time and the onset of her restrictive eating: 
Well I‟m a bit eager to please I suppose, maybe that‟s one of my faults and I suppose 
I just wanted to please my mum, please my coach and you know also the guilt of him 
bringing me over there. For me to then to turn round and just eat loads of shit and not 
be very fit I probably would have felt even more guilty so I wanted to kind of align 
with his thinking… 
 
The above quotes are indicative of the dominant understanding within psychology and sport 
psychology that suggests performance related weight pressures in sporting environments 
encourage disordered eating in vulnerable individuals (Striegel-Moore, Silberstein, & Rodin, 
1986; Smolak et al. 2000; Beals, 2004, Petrie & Greenleaf, 2007, Dosil, 2008, Thomspon & 
Sherman, 2010). Beth‟s consideration of this narrative as a means of explanation seemed out 
of sync with the experiences of much of her life history and her involvement in a sport 
whereby she claimed “there’s never a direct pressure to be skinny”. Indeed, the sporting 
pressures from her American coach were not mentioned until the final interview, prior to 
which Beth had stressed the contrast between her own experiences as an athlete with an 
eating disorder and that typically portrayed: “there’s too much emphasis on the cliché people 
that have eating disorders like gymnasts”. It is feasible that Beth, again desperate for 
meaning and short on resources with which to construct it, draws on this culturally dominant 
understanding irrespective of the extent of its applicability to her own circumstance.  
It is important to note that in recounting the tennis environment differently on 
different occasions the accuracy or truthfulness of Beth‟s narrative should not be called into 
question. Rather, as Jarvinen (2004) drawing on the work of Mead argues, individuals are 
always creative in constructing the past and that that this creativity is born out of the 
individual‟s ongoing projects. We view past memories from the perspective of an ever-
changing present and our personal biases of the time shape how we see the past. Invariably, 
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consciously or unconsciously, the past we choose is the one most significant to our present 
endeavours (p. 47). Applying these ideas to Beth‟s story, her contrasting recollections of the 
tennis environment can be seen as a function of her differing narrative goals at the time of 
each construction.  
Towards the end of our last interview, as it appeared that Beth had exhausted 
available narrative options, she offered the following powerful narrative that brings together 
the family and abuse issues that simmered throughout our discussions into a coherent 
explanation as to why she stopped eating:  
It was because I hadn‟t told my parents about what had happened you know with the 
abuse issue and I thought they‟d disown me so I thought that if I made myself really 
ill and then they found out then maybe they wouldn‟t hate me so much or they‟d see 
how much I was suffering. And that was matched with…I‟d say 50% with my 
parents‟ issues because they were so, so obsessed with themselves and arguing over 
themselves and involving me in every argument…So you can see like when I had this 
eating problem, that was partly what was driving me to make myself so ill because I 
thought if I‟m this ill then they‟ll stop all this arguing and stop putting pressure on me 
all the time…and all this stuff was coming at me and I just think that was my only 
way of coping…was to control it through controlling my food, and also I‟d lost my 
identity because my whole identity was tennis and with that gone out of the window I 
had nothing. I guess my identity became being thin…there‟s like a load of things… 
 
The narrative is immediately notable because it does not begin with verbs of uncertainty such 
as “I think” or “I suppose”, which litter many of Beth‟s previous constructions. Listening to 
the narrative at the time, there was more an element of declaration than speculation and a 
sense that the pieces to the puzzle had fallen into place. Unlike previous constructions Beth 
did not overtly seek my confirmation of the narrative, as is evident by her lack of questions 
and rhetoric.  
Contrary to her previous assertions, Beth linked her abuse experience, or romantic 
relationship experience as it was then perceived, to her self-starvation. The issue of how the 
abuse experience was constructed is a pertinent one. For much of Beth‟s life, she has 
constructed the abuse as a love story, which, as I discussed in detail at the outset of my 
  
132 
 
analysis, led to feelings of immense guilt and shame. It is this guilt, the sense that she was 
doing something wrong, that Beth now believes led her to starve herself as a means of 
protection from the wrath of her parents should they find out: “if I made myself really ill and 
then they found out then maybe they wouldn’t hate me so much”. This is an important 
illustration of how constructed narratives of past events are consequential for experience, 
sometimes traumatically. It might also provide insight into why Beth is currently unable to 
escape her restrictive eating. As previously outlined, despite a conscious struggle to interpret 
her experience as one of a blameless victim of child abuse, to the present day Beth cannot 
fully relent the love story. Resultantly, the associated guilt and threat of castigation from 
others persists, as does Beth‟s correspondent defence, her restrained eating. It may be that 
resolving the narrative of her sexual abuse experience, already highlighted as critical for Beth 
to move on from the trauma, may also be necessary for Beth to move on from her disordered 
eating. 
Beth‟s story is of a girl plagued with guilt over an incident of sexual abuse she did not 
fully understand, who turned to self-starvation as a means to gain sympathy and support in 
place of the anger and accusation she anticipated. This is Beth‟s central narrative to 
understanding the meaning of her eating disorder and, given its incorporation of her abuse, 
the central narrative of her life. Other narratives exist, as Beth reminds us when she cites the 
loss of her tennis identity as an additional reason for her illness: “I guess my identity became 
being thin”. Narrative lines like this however, as meaning constituting as they may be, are 
necessary though not necessarily central. As McAdams (2001) articulates “although no single 
story may encompass all of the many narratives that any given person can use to make sense 
of his or her life, some stories are larger and more integrative than others” (p. 117). 
As Beth continued, she suggested that self-starvation also helped soften potential 
conflict with her parents in a more general sense. Not eating was viewed as a way to stop 
  
133 
 
their arguments, which she was frequently drawn into and often perceived herself to be 
blamed for: “I thought if I’m this ill then they’ll stop all this arguing and stop putting 
pressure on me all the time”. Constructing self-starvation as a useful tool to remedy 
threatening situations is an established phenomenon (Lee, 1995). The underlying connotation 
of such a construction is that an eating disorder has a positive side, a usefulness that can help 
Beth. This ambivalent perspective continues into the present as indicated in the ensuing 
paragraph. 
 When Beth talked about her current issues with food, she presented two opposing 
conceptions of the meaning of starving herself: 
I know now I‟m not as strong in myself as I was then, as in strong to prevent myself 
from eating and regulate everything I eat. I just can‟t do that anymore because I just 
don‟t want to be that ill again. When I wake up in the morning I usually have plans, 
„today‟s going to be better I‟m not going to eat so much today‟...generally speaking 
it‟s just in terms of quantity rather than what I‟m eating and I just wake up thinking 
I‟ll just eat less today or eat nothing today then when it comes to the point where I‟m 
hungry then something in my head sparks „you can‟t stop yourself. Don‟t stop 
yourself‟. 
 
Firstly, self-starvation is considered a feat that requires great discipline, an obviously 
desirable characteristic. Beth‟s current inability to starve as stringently as when she was 
clinically ill is considered a consequence of not being “as strong in myself as I was then”. 
The implicit message is that Beth construes eating with personal weakness and not eating 
with personal strength. This narrative link induces a motivation to self-starve: “I usually have 
plans, today’s going to be better I’m not going to eat so much today”. In contrast, Beth also 
understands starvation as causally linked to the extreme suffering that comes with anorexia. 
As well as being associated with strength it is also associated with mental exhaustion and 
physical weakness. Beth was adamant when she stated: “I just don’t want to be that ill 
again”. She is equally motivated to avoid overly restricting food and issues the instruction 
“don’t stop yourself”. Shohet (2007) suggests envisioning self-starvation as both good and 
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bad is associated with individuals who struggle to recover from anorexia as such ambivalence 
is not conducive to permanent recovery. Intrigued as to how Beth upheld these two 
conflicting positions, despite speaking so passionately about the ills of an eating disorder, I 
decided to try and bring this contradiction to her attention:  
AP: It‟s interesting that when you talk about restraining you mentioned it as a strength 
you said „I don‟t have the strength now to do that‟. It‟s interesting what that word 
strength connotes I mean it is a positive connotation isn‟t it? 
 
Beth: Yeah…maybe it shouldn‟t be. 
 
AP: Well, you know, no right or wrong answers…I‟m just interested in that 
perspective… 
 
Beth: …but it is a strength though…maybe you‟re right but at the moment I‟m still 
perceiving it as maybe being weak because I can‟t control it but maybe it‟s being 
strong. To anybody else it would probably be strong. 
 
By describing Beth‟s use of the word “strong” as “interesting” I implied that it is unusual 
given its positive overtones. Beth comprehended my insinuation as a direct challenge to her 
thinking and acknowledged, albeit without much certainty, that perhaps her thinking is 
misguided. Eager not to enter into the therapeutic realms of restructuring Beth‟s thoughts, I 
felt compelled to reaffirm the research context whereby the goal is understanding narrative 
construction not moral judgement. Beth seemed to accept this and gained the confidence to 
reassert her position: “but it is a strength though”. She concluded by emphasising such 
thinking persists while recognising that it probably contravenes the thinking of others. To 
reiterate the contentions of Shohet (2007), so long as such ambivalence persists, so too will 
Beth‟s disordered eating.  
Final Reflections 
 Earlier I described that the decision to study Beth‟s life, an atypical case of an athlete 
with an eating disorder, was taken after deliberation with my supervisor. In the end, the initial 
cause for doubt, that is the idiosyncrasy of the life-story, came to be its greatest strength. I 
now provide some reflections on this decision in terms of the potential impact of Beth‟s story 
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for eating disorder theory and practice, both within sport and more broadly. It is hoped that 
this will provide further justification as to the important benefits of exploring non-traditional 
experiences through non-traditional methods.  
 Understandably given the traumatic nature of many of her experiences, Beth had 
largely resisted opportunities to tell her story until her involvement in this study.  The result 
of this resistance is that her existing narrative constructions could be considered embryonic, 
lacking in coherence and stability. Often understandings of events were speculative, 
fragmented and multiple and the absence of meaning was psychologically troubling for Beth. 
The consequences of not disclosing eating disorder problems are usually discussed in terms 
of the burden of secrecy (Petterson, Rosenvinge, & Ytterhus, 2008), not seeking appropriate 
professional help (Hepworth and Paxton 2007) and a reduction is social support (see Chapter 
3; Papathomas & Lavallee, 2010) but rarely in terms of the negative impact on narrative 
construction. In not articulating her experience, Beth is deprived of the crucial mechanism for 
making sense of her life and her identity; she deprives herself of narrative understanding. 
Health practitioners such as eating disorder specialists and sport psychologists might 
therefore encourage those who experience eating disorders to not only disclose their issue but 
to also share their story. This is no easy task given the great stigma associated with eating 
disorders (Petterson et al., 2008). To openly speculate, practitioners could look to promote a 
comfortable, safe environment, where eating disorders are actively de-stigmatised and the 
patient need not fear judgement or reproach. Narrative therapy specialists may be able to 
move beyond eliciting a story and actively guide the constructed narrative into one that is 
conducive to psychological well-being (e.g., Lock et al., 2004). 
 Despite initial assertions to the contrary, Beth eventually linked her eating disorder 
experiences to her experiences of sexual abuse. Reaching this conclusion, and therefore 
unifying the two most significant experiences in her life, is the product of complex narrative 
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work. To summarise simply, Beth linked her self-starvation to the overwhelming guilt and 
self-blame associated with her abuse experience. Her belief was that if others, namely her 
parents, witnessed the extent of her illness and suffering, they would be less inclined to 
condemn Beth for her role in the relationship she had with her tennis coach. This integrative 
narrative line, accompanied as it is by various descriptions of experience and musings on 
meaning, is important for both theory and practice. First and foremost, the story bears little 
resemblance to the literature linking eating disorders to sport (e.g., Thomspon & Sherman, 
2010). Beth‟s life therefore serves as an important reminder to researchers to look beyond 
established understandings of eating disorders or risk the perpetual development of a body of 
work that is overly contained and fails to see beyond confirmation of its own initial 
assertions. Likewise, sports practitioners such as coaches, sport psychologists or governing 
body officials of those sports typically perceived to be “nonlean” or “low risk” should remain 
open to possible incidence of eating disorders in their athletes. Beth‟s life is testament that 
athletes can have eating disorders in sports that are not considered high risk and through 
mechanisms largely unrelated to weight-performance pressures. Such a different 
manifestation should be incorporated into the eating disorders in sport literature for a more 
complete understanding. 
 Beth‟s life story narratives also serve an important function in terms of how an eating 
disorder, or indeed sexual abuse, is understood by those who experience it. The unique stories 
told might help form the basis from which to establish effective counter-narratives (Lock et 
al., 2004). For example, Beth‟s growing awareness that her feelings of guilt are a result of her 
coach‟s manipulations may encourage her and other victims of abuse to absolve themselves 
of guilt and blame. Additionally, athletes from nonlean sports who experience eating 
disorders may perceive their experiences as less marginalized in light of Beth‟s story. In a 
more general sense, the emotional experience of illness and trauma and the challenging 
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search for meaning it invariably prompts, provides an alternative and inherently more 
accessible account which sufferers might find easier to resonate with than detached, symptom 
focused portrayals. These ideas correspond with Smith and Sparkes (2008) who suggest that 
the varied tales associated with narrative research can expand cultural narrative resources, 
providing stories to help people. The implication is that given there is a limited stock of 
cultural stories, and that stories are necessary to understand experience, it follows that 
increasing the number of different stories available may well increase the chances an 
individual can find a story that fits their personal experience appropriately and works for 
them. Returning to Beth, the narrative she has shared potentially represents an additional 
story from which athletes with eating disorders can draw.  It is necessary for professionals 
within sport and eating disorders to appropriately acknowledge Beth‟s story, as well as for 
researchers to continue to seek other stories that go against the grain, if Beth‟s distinct 
narrative is to be usable to others. 
To conclude, I point the reader to the features of Beth‟s narrative of the present and 
the implications it holds for her future. As previously highlighted, Beth‟s current 
understanding of self-starvation is that it is both good and bad, an ambiguity unlikely to 
motivate a concerted push for recovery. On this issue, Shohet (2007) suggests that when 
experience is narrated through a given master narrative, for example feminist or 
psychoanalytic theory, the certainty of illness understanding and the clarity of recovery routes 
it provides, resolves ambiguities and encourages lasting recovery. From this, the logical 
implication for practice is that eating disorder patients should be encouraged to adopt 
established medical narratives that script a means to remission. This assumption is however 
complicated by the fact that, as Shohet points out, some individuals will have different 
narrative preferences and choose to be faithful to their experience rather than squeeze it into 
an available master plot. As McLeod (1997) also warns, a poor fit between life experience 
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and the cultural story an individual is part of will likely lead to psychological crisis. The 
implication is that although established master narratives may be useful for some individuals 
to frame eating disorder experiences, for others, the potential infidelity to the past can be 
distressing, compounding their existing psychological issues. Practitioners should be mindful 
of providing plentiful narrative opportunities to encourage those with eating disorders to find 
their own acceptable narrative path rather than thrusting a master narrative upon an individual 
for whom it might not be appropriate. 
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CHAPTER 6 
Narrating Disordered Eating in Sport: A Familial Perspective 
Abstract 
Despite burgeoning research interest, the eating disorders in sport literature is characterised 
by a narrow focus on prevalence rates and risk factor identification. In stark contrast to 
studies in non-athlete populations, researchers are yet to include the families of athletes with 
eating disorders in their investigations. It is widely accepted that families are important in the 
management and treatment of eating disorders, therefore this study explores the experiences 
of an elite athlete with an eating disorder as well as the experiences of her parents. Family 
members attended interviews individually on 3 separate occasions over the course of a year. 
Analysis involved repeated readings of the transcripts, sensitising towards issues of narrative 
content and structure. Participants interpreted the eating disorder through specific narrative 
types which shaped their experiences and guided their actions. Difficulties arose when 
personal experiences strayed from the preferred narrative to live by and when family 
members held contrasting narrative preferences. Suggestions are forwarded as to how an 
appreciation of eating disorder illness narratives might inform treatment and support 
practices.    
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Pressures to be thin permeate the sport environment and can encourage an unhealthy 
preoccupation with weight in athletes. Athletes have reported that weight based pressures can 
emanate from coaches, teammates, specific sport demands and revealing attire (Reel, 
SooHoo, Petrie, Geenleaf, & Carter, 2010). Some specific examples include coaches 
criticising athlete weight (Muscat & Long, 2008), competitive dieting between teammates 
(Thompson & Sherman, 1999), and aesthetic or lean performance criteria (De Bruin, 
Oudejans, & Bakker, 2007).  As a result of these pressures, participation in competitive sport 
is considered a risk factor for the development of disordered eating and clinical eating 
disorders such as anorexia nervosa and bulimia nervosa (Thompson & Sherman, 2010). 
According to a meta-analysis of research in the area, female, elite level athletes competing in 
sports with a lean or aesthetic focus are at greatest risk (Smolak, Murnen, & Ruble, 2000). A 
recent prevalence study stated that the extent of this increased risk is as much as two-fold, 
with twice as many athletes than non-athlete controls possessing a clinical eating disorder 
(Torstveit, Rosenvinge, & Sundgot-Borgen, 2008). Although other prevalence studies have 
demonstrated conflicting findings (e.g., Martinsen, Bratland-Sanda, Eriksson, & Sundgot-
Borgen, 2010), the issue of athlete eating disorders is widely considered a major problem 
within sport. 
 Research into athlete eating disorders mirrors that conducted in samples from the 
general population, particularly in terms of its emphasis on aetiology. For example, the 
overwhelming focus is on comparative prevalence (e.g., Torstveit et al. 2008; Holm-Denoma, 
Scaringi, Gordon, Van Orden, & Joiner, 2009), relative psychosocial risk (e.g. Fulkerson, 
Keel, Leon, & Dorr, 1999; Monsma & Malina, 2004) and, more recently, establishing causal 
risk (Pertie, Greenleaf, Reel & Carter, 2009). One crucial area where the study of athlete 
disordered eating has not followed research in the general population is in terms of 
addressing the wider family context. Whereas outside of sport a prominent and growing line 
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of inquiry explores family-related eating disorder issues, the families of athletes with eating 
disorders remain almost totally absent from the literature. Given that parents are 
acknowledged as hugely influential in a child‟s early sporting experiences (Wylleman & 
Lavallee, 2004) and that this influence continues through adolescence as sport becomes a 
more specialised focus (MacPhail & Kirk, 2006), it is logical to assume that parents will 
impact on, as well as be impacted by, a child‟s experiences of disordered eating in sport. 
Regardless, the presence of family issues in research into eating disorders in sport remains a 
scarcity. 
The refusal of disordered eating in sport researchers to engage with familial issues is 
particularly surprising and worrying when placed in context of the participant accounts 
documented in the previous three studies. Indeed, the qualitative approaches adopted within 
this thesis have also yielded numerous insights into athletes‟ understandings of parental 
involvement in disordered eating contexts. Specifically, Study 1 (Papathomas & Lavallee, 
2010) stated that athletes with disordered eating experiences construed their parents to be 
important sources of social support. In contrast, Holly, the female basketball player focus of 
Study 2, constructed her continued self-starvation as partially a consequence of an inability to 
satisfy demanding parental expectations. She also described how her parents‟ failure to offer 
counsel and explain a severe period of bullying by a coach contributed to the persistence of 
her disordered eating. In Study 3, Beth, a female former tennis player, attempted to 
understand her experiences of anorexia through numerous speculations about her parents. She 
described her parents‟ turbulent relationship and her own issues with her mother as potential 
contributing factors towards her anorexia experiences and on-going eating issues. The most 
significant issue was perceived to be a fear that her parents would have blamed her for a 
period of sexual abuse by a coach. These multiple and diverse insights suggest that athletes‟ 
consider parents can be integral, whether positively or negatively, to their experiences of 
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disordered eating. Consequently, parental and familial issues should be addressed more 
explicitly to expand and progress current understandings of eating disorders in sport. 
With specific reference to the narrative focus of this thesis, participants have regularly 
shown that their parents are an important relational influence on how they story, or fail to 
story, their experiences. The detailed life histories that composed Chapters 4 and 5 provide 
some of the best examples of this. For example, in Chapter 4, Holly‟s perception that her 
parents viewed academic excellence as the prime means to success led her to interpret many 
of her experiences as failures. Further, Holly believed her parents‟ reluctance to discuss 
troublesome issues was a major reason for her inability to make sense of traumatic 
experiences and integrate these experiences into a coherent narrative plot. In Chapter 5, Beth 
also demonstrated the power of the family in influencing narrative construction when she 
described how her mother‟s understanding of weight may have impacted on her own 
understanding. The manner by which the narratives of individual family members inter-
depend on each other is clearly important in terms of how experience, in this case the athlete 
eating disorder experience, is interpreted. The presence of first person parental narratives 
therefore, in conjunction with athlete‟s narratives, should provide a more robust insight into 
this process of joint meaning-making and the co-construction of experience. Despite this, 
there are currently no examples in the literature of the narratives of the parents of athletes 
with disordered eating. 
In contrast, family factors have been implicated in the cause, maintenance and, more 
recently, treatment of eating disorders in non-athlete specific samples. In terms of cause, 
hereditary factors (e.g., Klump, Miller, Keel, McGue, & Iacono, 2001) or more commonly 
family dysfunction (e.g., Benninghoven, Tetsch, Kunzendorf, & Jantschek, 2007) are both 
supported by significant lines of research. Similarly, it is also suggested that problematic 
family reactions to eating disorders, fuelled by shared family vulnerabilities for anxiety, 
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compulsivity and eating disorders, can inadvertently work to maintain the illness over time 
(Treasure et al., 2008). Essentially, negative transformations in family life after the onset of 
an eating disorder can be perceived as “a causal factor rather than a consequence of the 
illness” (Treasure et al., 2008, p. 247). In turn, the family is also the point at which effective 
treatment of eating disorders can take place. Lock, Le Grange, Agras, and Dare (2001) 
published a detailed manual on how an evidence-based family-approach can treat anorexia 
nervosa. Family-based treatments have also been shown to be beneficial in treating bulimia 
nervosa symptoms, proving more effective than supportive psychotherapy (Le Grange, 
Crosby, Rathouz, & Leventhal, 2007). Although efficacy studies are ongoing, it is generally 
accepted that parents and other family members have a role to play in the treatment of both 
anorexia nervosa and bulimia nervosa (Lock & Le Grange, 2005). The recent Academy for 
Eating Disorders (AED) position paper on the role of the family states categorically that 
“families should be involved routinely in the treatment of most young people with an eating 
disorder” (Le Grange, Lock, Loeb, & Nicholls, 2010, p. 4).          
Critically, much of the aforementioned research into families is in tune with medical 
aetiological approaches to eating disorders that underplay contributing social factors and 
assert that the family possesses some inherent flaw that precipitates the illness (Rich, 2006). 
It is noted that eating disorders have a long history of parent blaming and even espoused 
family therapies can carry the implicit message that “something is wrong with this family, 
and we have to repair it” (Vandereycken, 2005, p. 325). Overly simplistic and erroneous 
family-based theories of causation are very much still in circulation (Le Grange et al., 2010). 
Countering this perspective, a burgeoning number of empathetic qualitative research papers 
have presented the personal accounts of parents of individuals experiencing eating disorders. 
For example, parents associated the eating disorder experience with relationship deterioration 
with the sufferer (Gilbert, Shaw, & Notar, 2000), an impaired relationship with their partner 
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(Espina, de Alda, & Ortego, 2003), great emotional distress (Highet, Thompson & King, 
2005), and an inability to cope successfully (Hillege, Beal, & McMaster, 2006). With regards 
to the specific experience of eating disorder treatment, parents have described feelings of 
frustration, disempowerment and uncertainty regarding the progress of recovery efforts 
(Tierney, 2005). Honey and Halse (2006) showed that parents described a range of active 
responses to the difficult experience of an eating disorder in the family. These effortful 
strategies included learning about the illness, attempting to directly influence daughters‟ 
eating behaviours and dealing with wider issues such as caring for other siblings. The 
overarching message of this branch of research is that parents‟ perspectives are important in 
understanding the full scope of the impact of an eating disorder. It is argued that an 
appreciation of the experience of parents is critical if family therapies are to be appropriate 
and effective (Hillege et al., 2006).   
The core aims of this study are two-fold; to advance existing constructions of family 
experiences of eating disorders generally and to provide an as yet undocumented account of 
the specific eating disorder experiences of an athlete and her family. Drawing on the 
reviewed literature focussing on parents‟ perspectives, this study seeks to build on the 
limitations of this work by exploring the views of both parents and their daughter in parallel 
as opposed to investigating either group in isolation. Investigating multiple members of the 
same family unit in this way is a novel approach that I argue can provide a deeper and more 
complex account of family experience than is possible through studies reporting singular 
perspectives, as is the norm. The inclusion of the often heavily underrepresented views of the 
father (Hillege et al., 2006) is an important example of this. To emphasise, if families 
construct shared as well as individual meanings for experiences (Daly, 1992), studying more 
than one member of the same family represents an important means towards interpreting this 
process. The study is also prospective and longitudinal in that it invites reflections on recent 
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experiences on several occasions during the course of a year. This facilitates more 
developmental insights into the family experience of eating disorders and illuminates the 
processes through which experiences are interpreted differently over time. 
Methodology 
A Narrative Approach 
 Narratives, the stories individuals construct and tell of their lives, are the primary 
means by which human experience is made meaningful (Polkinghorne, 1988) and identity 
formed (McAdams, 2001). Specifically, understanding is gained through a process of 
“emplotment”, whereby events are organised into a logical explanatory sequence (Ricoeur, 
1991).  It is the presence of a sequential plot that is considered an essential feature of a 
narrative (Smith & Sparkes, 2009b). Narrative inquiry is supported by the philosophical 
assumptions of interpretivism in that it asserts that social reality cannot be known 
independent of the knower but rather realities are multiple, created and mind-dependent 
(Smith & Sparkes, 2009b, p. 3). The reality of an experience is effectively an interpretive feat 
(Bruner, 2004) that occurs under social and cultural auspices (Gulbrium & Holstein, 2009). I 
take the position that although narratives are social artefacts, there remains individual agency 
in how they might be constructed. In terms of the continuum of contrasting narrative 
perspectives outlined by Smith and Sparkes (2008), my approach falls close to the inter-
subjective perspective in that equal importance is placed on the individual and the social 
elements of narrative. As explicated in the following section, it is this very dynamic between 
the individual and the social that makes a narrative approach so appropriate for the study of 
familial experience.   
Qualitative Family Research 
Qualitative family research involves data that are “conceptualised, collected, 
analysed, and interpreted qualitatively” and participants who “mutually define themselves as 
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family, are in committed relationships, have a shared sense of personal history, and who 
usually but not always have legal and biological ties” (Gilgun, 1992, p. 24). The complete 
family unit therefore, need not be involved in a study for it to constitute family research and 
most often the focus is a single family members‟ perspective on family issues. In this study, 
one family member, the athlete‟s younger sister, was unable to participate due to other 
commitments.  
In discussing the appropriateness of qualitative methodologies in the study of 
families, Daly (1992) states that qualitative approaches are suited to understanding the 
meanings, interpretations, and subjective experiences of family members and provides 
insights into how these may be constructed on an individual and shared basis. She adds that 
qualitative methodologies are relevant to the study of “ongoing negotiations of family roles 
and relationships” (p. 4). In terms of the narrative approach adopted in the present study, 
given that personal narratives are considered interactional accomplishments or co-
constructions (Reissman, 2008), the family can be considered a context in which this 
narrative co-construction takes place (Fiese & Sameroff, 1999).  The institution of the family 
and the close relationships within it represent a narrative environment that can shape identity, 
action and experience for its members (Gubrium & Holstein, 2009). 
Narrative and Illness 
 As an approach to understanding illness, narrative inquiry has consistently grown in 
popularity since the 1980s when a number of influential works identified its importance in the 
illness experience (e.g., Bury, 1982; Kleinman 1988). Broadly speaking, it is asserted that 
narratives not only reflect the nature of the chronic illness experience but can also be 
constitutive of it (Kleinman, 1988). For example, chronic illness is a form of biographical 
disruption (Bury, 1982), as it ruptures life‟s “perceived normal trajectory” to damaging effect 
(p. 17). Essentially, when illness breaks our anticipated life-paths our narratives lose 
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coherence and with it meaning and identity is also lost. Crossley (2000), draws from these 
fundamental ideas when she argues that the “narrative incoherence” associated with serious 
illness and trauma is devastating because so much of life is implicit, routine and taken for 
granted. She adds that adapting to such trauma is a process of narrative reconstruction, 
whereby new stories are sought and created to provide new coherences that give meaning to 
illness. In tune with this, Hyden (1997) makes the distinction between narrative as illness and 
illness as narrative. The former is when “an insufficient narrative generates illness” (p. 55) 
such as Crossley‟s (2000) described devastation at narrative incoherence. In turn, the latter is 
when a narrative can “integrate the symptoms and the consequences of illness into a new 
whole…a new world of illness” (p. 54) such as Crossley‟s (2000) identified process of 
adaptation through narrative reconstruction. Returning to Kleinman (1988), both categories 
illustrate how the experience of illness can be shaped through narrative or a lack of it.  
A further contribution to the role of narrative in shaping chronic illness experiences is 
provided by the seminal work of Arthur Frank in his 1995 book “The Wounded Storyteller”. 
Frank identifies 3 broad narrative types that underpin personal stories of illness, namely 
restitution, chaos and quest. The restitution narrative is the most dominant form and asserts 
the basic plotline “yesterday I was healthy, today I‟m sick, tomorrow I‟ll be healthy again” 
(p. 77). The chaos narrative is considered the opposite of restitution as it “imagines life never 
getting better” (p. 97). The chaos is rooted in an absence of narrative coherence as a means to 
explain illness. The quest narrative sees illness as the “occasion of a journey that becomes a 
quest” with the ill person holding a belief that something is to be gained from the experience 
(p. 115). The type of narrative told is also consequential for the listener, as well as the teller, 
of an illness story. Specifically, Frank suggests individuals, particularly in western cultures, 
prefer restitution stories and their promise of health restoration in contrast to chaos stories 
that make for uneasy listening. In actuality, each has both benefits and limitations. Further, 
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regardless of preference, each type is usually encountered as although one narrative is usually 
foregrounded at any given time, all three narrative types are told in an illness story, 
alternatively and repeatedly (p. 76).     
Participants  
 Recruitment. 
After the formulation of the current familial study and with University ethical 
approval granted, I approached a former participant to ascertain her suitability for the present 
study. I had interviewed Kelly, a white female elite triathlete, 2 years earlier for the first 
study of this thesis (see Chapter 3). During this previous investigation, Kelly informed me 
that she had disclosed her eating disorder to her parents and described the ways her parents 
had become involved with supporting her. Now two years later, Kelly told me that her eating 
disorder issues persisted and that her parents both remained involved in her life. Given this 
information, I confirmed to Kelly that she and her parents would make appropriate 
participants and proceeded to outline the relevant study information. Having heard the study 
requirements, Kelly expressed a willingness to participate and agreed to present the idea to 
her parents. Kelly emailed me a few days later to confirm that her parents were also eager to 
be involved and to provide me with their contact details. Over the course of the next few days 
I personally contacted Kelly‟s Mum and Dad by telephone. During each conversation I 
sought to reiterate the general aims and requirements of the study, to confirm their interest 
and to allow them an opportunity to air concerns. Towards the end of the conversation we 
scheduled a provisional date for a first interview and I noted email addresses for an 
alternative method of contact and so that formal study details (see appendix F) and informed 
consent forms (see appendix G) could be forwarded for completion. Kelly also received these 
forms prior to the study commencing (see appendix F & G). The purposive sampling 
described is typical of qualitative research where often very particular groups are specifically 
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selected for their experiences of an area of interest (e.g., Smith & Sparkes, 2005). In this case, 
the area of interest is familial experiences of eating disorders in sport.      
 Kelly. 
Kelly is a 21-year-old undergraduate student still competing in elite triathlon, a sport 
she first engaged in at the age of 16 after several years competing successfully as a swimmer. 
She described her current eating disorder as having evolved from an original diagnosis of 
bulimia nervosa towards current behaviours that also incorporate symptoms associated with 
anorexia nervosa such as severely restricted eating. Although Kelly stated that she continued 
to binge and purge daily, she suggested that binges were no longer associated with large 
amounts of food, which led to an element of uncertainty as to her understanding of her eating 
disorder status: “I’m still, day in day out, struggling with my weight and bingeing…not so 
much bingeing, it’s not bingeing, it’s the kind of eat but not be relaxed with containing all 
your food really. That’s where I don’t know where I’m at, it’s hard to say…if anything it’s 
not even particularly bingeing in terms of the quantity of food”. Essentially, Kelly suggested 
that she eats minimally and what she does eat is often purged.   
 Mum. 
Mum is in her fifties and works for a large company in a job she has held for over 20 
years, which she described as very fulfilling. She remembers Kelly as an energetic, popular 
and talented child with interests in art, drama and sport. Once Kelly began to compete for a 
swimming club from an early age, Mum became involved with helping with the running of 
galas and organising club functions, a process she described as a huge commitment. She also 
spoke of a great pressure to get Kelly to events every weekend but stated that she did not 
regret this given Kelly‟s obvious talent and the joy she and her husband received from 
watching Kelly achieve. 
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 Dad. 
Dad is also in his fifties and is self-employed. Reflecting on Kelly as a young child, 
he described her as outgoing, friendly, and cheerful with a passion for dance, acting and 
sports. He suggested that his role in a range of extra-curricular activities was that of a taxi 
driver and a supporter. As Kelly‟s participation in swimming grew, like Mum he became 
involved with the club Kelly belonged to. Dad even qualified as a swim coach and continues 
to coach swimming, although he has never formally coached Kelly. A former sportsman 
himself, he regularly discussed the feelings of pride and joy he feels when Kelly competes in 
sport, particularly when she is successful. 
Interviews 
 I interviewed each family member on three separate occasions over the course of a 
year. Specifically, interviews took place in November 2008, February/March 2009 and 
November 2009 to provide a sense of family experiences over time. The total of 9 interviews, 
each ranging between 80 and 140 minutes in duration, yielded in excess of 15 hours of data. 
During each interview time point, an effort was made to interview family members within a 
few days of each other. This strategy ensured a degree of commonality of experience, 
therefore enabling some comparison between participants‟ perspectives on pertinent issues of 
the time. Although I always interviewed family members individually, I informed them that 
discussed issues might be made known to the other family members over the course of the 
study or through the final written report. I advised that any issue deemed confidential should 
be stated as such to ensure it did not figure in analysis. I assured participants that outside the 
family unit every effort would be made to ensure anonymity and confidentiality through the 
use of pseudonyms and the omission or alteration of other identifying details.   
 Reissman (2008) suggests that the research interview can be a “narrative occasion” if 
it provides an opportunity for a participant to generate detailed, extended accounts on an 
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issue of concern (p. 23). Reissman goes on to state that an essential quality that typifies 
narrative interviewing in comparison to other forms is a relinquishing of researcher control 
towards “following participants down their trails” (p. 24). Specifically, rather than the 
traditional structured technique of question-response, a discursive approach is preferred 
whereby meaning is a collaborative effort between interviewer and interviewee. This is in 
tune with the philosophical assumption that narratives are, in part, socially constructed (Smith 
& Sparkes, 2009b). Given these guiding insights, interviews were largely unstructured with 
family members encouraged to discuss issues they thought relevant. That said, the topic of 
interest in this study, family eating disorder experiences, served as an implicit overarching 
structure to interview discussions. Each interview started with a variation of the question 
“how have things been recently?” This suitably broad beginning allowed the participant to 
dictate the interview direction. From this point, I explored the details of particular areas of 
interest through the use of various open-ended probes (e.g., Can you tell me more about that? 
How did/do you feel about that? What did/does that mean to you?). In addition, I sometimes 
guided participants towards an issue that another family member had discussed in order to 
gain an alternative perspective for comparative purposes, although this often occurred 
without prompting. I transcribed all interviews verbatim and forwarded transcripts to the 
relevant interviewee with a request to comment on whether they considered it an accurate 
depiction of their thoughts and to add any supplementary details they felt important. The 
participants always expressed satisfaction with the interview content and not once did anyone 
decide to add detail. 
Narrative Analysis 
 An abundance of narrative analysis techniques exist (Coffey & Atkinson, 1996), the 
essential goal of which is the interpretation of how people perceive reality, make sense of 
their worlds and perform social actions (Smith & Sparkes, 2009a, p. 281). My principal 
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analytic focus was on what Lieblich, Tuval-Mashiach, and Zilber (1998) label form and 
Reissman (2008) terms structural features of narrative. Essentially, I scrutinised participant 
texts sensitising towards what can be considered their genre, plot or overarching storyline. 
The narrative framework for experiencing illness described by Frank (1995) acted as a 
general guide in this process. I also paid due attention to more explicit issues of content and 
the central themes within the narratives told (Smith & Sparkes, 2005). Orienting to content 
(Lieblich et al., 1998) or thematic (Reissman, 2008) elements of the data served to illuminate 
the specific story within the narrative; that is, the idiosyncratic circumstances within the 
generic narrative type. This ensured the particularity of experience was preserved amidst the 
generality of a guiding narrative. Overall, these analytic procedures pertain to what Gubrium 
and Holstein (2009) refer to as the whats of narrative practice rather than the hows, which 
concern creative and performative aspects of narrative construction. Although I did not 
ignore the hows completely, the focus on the whats suited the desired context-specific 
exploration of what the experience was like for participants.  
Interpretations and Discussion 
 Throughout the ensuing section I offer interpretive insights as to how an eating 
disorder experience is narratively constructed from the multiple, interacting, vantage points 
within a family. My interpretations, grounded chiefly in narrative theory and the eating 
disorders literature, seek to construct an account of what living with an eating disorder might 
be like for Kelly and her parents. To illustrate the evolving nature of narrative constructions 
whereby the past is understood from the perspective of an ever-changing present (Jarvinen, 
2004), and to foreground the longitudinal design that is sensitive to ongoing developments 
over time, the selected participant stories are discussed in temporal order. It is hoped that this 
gives the reader a sense of living through pertinent issues as the family encountered them. In 
essence, “a year in the life” is presented.  
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First Set of Interviews (November 2008) 
I interviewed Kelly first of all, in the very same office I had interviewed her twice 
over two years earlier. There was an immediate sense of familiarity for both of us. In 
contrast, I interviewed Mum and then Dad the next day in what was for me the unfamiliar 
surroundings of the family home.  
 Family wreckage - ‘it’s a bombshell’. 
 There was a distinct difference between the opening exchanges of the first interview 
with Kelly and the first interview with each parent. My existing knowledge of Kelly‟s life 
story combined with our previously established rapport enabled her to move swiftly to her 
more recent experiences of living with an eating disorder. In contrast, it was important to 
allow Mum and Dad the opportunity to tell their whole story as a means to constructing 
valuable contextual information. Dad described the impact of first discovering that his 
daughter was suffering with an eating disorder over 3 years earlier:  “it’s a bombshell…our 
lives have changed completely. Our family has changed completely”. Narrating from the 
perspective of her husband, Mum expressed a similar sentiment: 
from his (Dad) point of view to a certain degree everything in the garden was rosy. 
She was at university where she wanted to be. She enjoyed it. She was with her 
friends. She was doing triathlon. She was going to be moving into a house of her own. 
She had no money worries. She had a car that was all fully paid for…it was a case of 
never come across anybody like that, who did anything like that and the fact that 
everything was being provided for… 
 
Firstly, Dad‟s “bombshell” metaphor corresponds with descriptions of narrative disruption 
(Bury, 1982) and wreckage (Frank, 1995) and the associated feelings of identity loss, fear and 
uncertainty that characterise patients‟ experiences of chronic or serious illness. Unlike these 
previous works however, Dad speaks from the standpoint of a carer as opposed to a direct 
sufferer. He asserts that it is his life and the lives of each member of his family that have 
“changed completely” as a consequence of Kelly‟s illness. Mum elucidates one of the 
processes by which narrative wreckage occurs for her husband. Specifically, interpreting that 
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“everything in the garden was rosy” in terms of education, friendships, sport and financial 
support, the next logical step in the story is for Kelly to achieve success and happiness in 
these domains, for example graduation or major sporting accomplishments. When it becomes 
evident that these expected eventualities might not materialise, the narrative line is effectively 
wrecked.  Crossley (2000) warns that we often live life subconsciously projecting to the 
future in this way, routinely assuming certain narrative coherences, which, in the event of 
illness or trauma, can be shocked into disarray. The narrative coherence assumed by Mum 
and Dad is that given “everything is being provided for” Kelly will lead a happy and 
unproblematic existence. In effect, the emergence of an eating disorder “interrupts” (Frank, 
1995) the anticipated life path held for Kelly and their personal life paths, as parents, are 
interrupted accordingly. Narrative wreckage is therefore not the sole preserve of the mentally 
ill person but can also occur in significant others (e.g., Stern, Doolan, Staples, Szmukler & 
Eisler, 1999). In this particular case, the narrative breakdown associated with Kelly‟s eating 
disorder extends to a form of family wreckage. 
 Restitution - ‘back on to that mainline’. 
 As interview conversations drew towards current and ongoing experiences, it was 
apparent that each of the participants, having encountered narrative wreckage, now lived by a 
new story. Crossley (2000) states that when the routine order that once characterised life is 
broken, “we attempt to rebuild it through the use of stories and narrative” (p. 541). The 
renewed narrative provides the coherence necessary to make sense of illness and alleviate 
suffering. For Kelly and her parents, this process of narrative reconstruction was facilitated 
through the adoption of a restitution narrative. The ensuing words from Kelly bear the 
unmistaken hallmark of classic restitution: 
I actually wrote to the hospital here because they have a specialist clinic and they got 
back to me and said no they don‟t do that maybe look at somewhere else. I‟m being 
shuffled from areas and areas…I don‟t give up…say I have a binge I don‟t go “you 
know what this is it. I‟m just going to keep like this”. Every day I battle it and that‟s 
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where I battle myself and my head. The harder part is the recovery…that‟s the harder 
part but I‟m far more willing…I‟ve gone through life pushing myself, challenging 
myself, nothing‟s easy, that‟s why I‟m used to it. I‟m willing to challenge it, to work 
towards it because I‟ve always been a hard worker in everything I do so why not this? 
I don‟t like to be seen as someone who gives up or doesn‟t try or…I don‟t like the 
word quit so I‟m not going to quit on that (eating disorder) and I‟m not going to quit 
on myself 
 
The fundamental assumptions of the restitution narrative are that for every illness there is a 
cure and that “returning the sick person to the status quo ante” (Frank, 1995, p. 83) is the 
expected outcome. Kelly‟s narrative is essentially a paraphrasing of Frank‟s rudimentary 
storyline - “yesterday I was a healthy athlete, today I have an eating disorder, tomorrow I‟ll 
be a healthy athlete again”. Kelly‟s allegiance to telling a restitution story is hugely 
consequential for how she interprets and experiences her eating disorder. For example, her 
motivation to seek medical expertise through a specialist clinic is underpinned by the 
anticipation that there is a cure for her eating disorder. Even when this is unforthcoming, faith 
in restitution is unwavering and Kelly refuses to “give up” and continues to “work towards” a 
recovered self regardless of the difficulties it presents. This determination to recover is 
symptomatic of a strong sense of “concrete hope” (Marcel, 1962) and the expectation that a 
specified desirable outcome will be realised; “I will recover from my eating disorder”. 
Concrete hope is a recognised feature of restitution narratives whereby individuals orient 
their lives towards a future of restored health (Ezzy, 2000, Smith & Sparkes, 2005). 
 There are also identity issues at play within Kelly‟s restitution narrative. The intention 
to not “quit on myself” expresses an obvious affinity for a “restored self” (Charmaz, 1987) 
and a return to her pre-illness identity, her true self, at the expense of a disordered self. In this 
light, restitution can be viewed as a recovery of self as well as a recovery of health. Kelly‟s 
discomfort with an identity that centres on illness is communicated when, early in her first 
interview, she states a desire to be seen as “an individual and the person I am, not someone 
branded with an eating disorder”. The person she refers to is someone who identifies 
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powerfully with the role of the athlete; essentially she is someone with a strong athletic 
identity (Brewer, Van Raalte, & Linder, 1993). Kelly narratively performs this athletic 
identity when she draws parallels between her struggle to achieve recovery and her struggle 
to achieve athletic goals. Specifically, success in both sport and health can be achieved 
through willingness to “battle”, “challenge” and “work”. Sparkes (2004) suggests that the use 
of sporting analogies in respect to approaching illness can serve as a form of continuity 
between athletic and ill selves. In effect, Kelly preserves her identity as a triathlete by facing 
her eating disorder as she would a sporting obstacle.  
  Given its status as the dominant illness story in western cultures, it is unsurprising that 
Mum and Dad also subscribe to a restitution narrative when discussing Kelly‟s illness. 
During our first meeting Dad constructed the following understanding of his daughter‟s 
eating disorder:  
She started off her sport at an elite level…she represented Great Britain and she‟s 
been at the very top, so that‟s the mainline that she went down, but there was, not so 
much a fork, but there was a branch line that went off when she thought obviously 
that she could improve her lot by losing weight... If she lost weight then she would 
become even better and that would be not a branch off of the mainline but that would 
be a shortcut across to the very top. But of course as you start going down that branch 
line you realise it‟s a branch line to nowhere and that‟s where she ended up, down that 
branch line. Now what we‟re doing is trying to map a way, any way, to get back on to 
that mainline. 
 
Dad‟s journey metaphor is very much couched in restitution, with Kelly depicted as 
beginning healthily, taking a wrong turn towards illness, to some day, with the appropriate 
support, be set back along the “mainline” of health. The mainline is also representative of the 
sporting success Dad associates with a healthy Kelly. For him, the eating disorder therefore 
becomes a sporting obstacle to be overcome, reinforcing Kelly‟s own approach to recovery. 
This restitution-based understanding, that the eating disorder is a problem that can be 
resolved, prompts both parents to expend considerable effort into actively supporting this 
coveted resolution, to “map a way” for Kelly to be restored to her former healthy and 
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athletically successful self.  This is line with Honey and Halse (2006) who state that how 
parents construct an understanding of a daughter‟s eating disorder is consequential for how 
they deal with the issue. The following quote from Kelly is one of many to illustrate that she 
is appreciative of her parents‟ efforts: “I know that I’ve got enough back up and belief from 
my parents, which is great, to financially, emotionally, whatever, keep me going and for that I 
am really grateful”. The manner in which parental support is so well received is indicative of 
the potential benefits associated with a mutual affinity for a restitution narrative. The family 
members, spurred by concrete hope, essentially work together towards the shared goal of 
Kelly‟s recovery. In contrast, restitution should not be viewed uncritically and within 
different contexts it can, as the following section explores, be associated with more troubling 
experiences. 
 Problematizing restitution - ‘don’t make me have to remind you’. 
 What happens when the restitution narrative is no longer true to experience? 
Specifically, what is the impact on experience when the anticipated recovery does not occur? 
Although Kelly and her parents predominantly found the restitution narrative as a useful 
means to understanding her eating disorder, as these initial interviews progressed it became 
apparent that, as a story to live by, it was not without complications. Mum voices some of 
these complications: 
I think the hardest part has been not being able to come really and truly across 
somebody that genuinely, genuinely, knows how to deal with the situation and what 
to do. The one thing that I would say though is that I don‟t think Kelly has given them 
a 100% of herself…that‟s my belief and I‟ve said that to Kelly “you know in order for 
people to help you, you do have to help them. You have to give it a 100%”…it‟s a 
difficult place to be in at the moment because, well mainly because it‟s frustrating, 
you know it‟s just frustrating. You can‟t just take it away. 
 
Mum experiences immense frustration as Kelly‟s restitution proves continually elusive. In the 
first instance, she is frustrated at the medical world where nobody “knows how to deal with 
the situation”. The efficacy of eating disorder treatments is notoriously inconsistent (Bulik, 
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Berkman, Brownley, Sedway, & Lohr, 2007) and both parents (Tierney, 2005) and sufferers 
(Halvorsen & Heyerdahl, 2007) have previously articulated dissatisfaction at the treatment 
process. Given Frank (1995) suggests restitution is first and foremost a story about the 
expertise of others and the heroism of the medical world, it makes sense that Mum should 
turn to health professionals when what is promised is undelivered. Considerable 
responsibility is however also allocated to Kelly who she believes has not fully dedicated 
herself to the recovery process. The construction that Kelly can be instrumental in her own 
recovery partially contradicts Frank‟s (1995) assertion that the ill person is at best a “passive 
hero”, merely getting through their days as a patient, and ultimately subordinate to the all-
conquering “active heroism” of modern medicine (p. 93). Mum certainly implies that Kelly‟s 
role in overcoming her eating disorder is more than purely passive. The roots of this 
discrepancy can perhaps be traced to the fact that Frank‟s (1995) theory was essentially 
framed around bodily impairment rather than mental illness. Traditionally, medical 
constructions of mental illness, in particular eating disorders, suggest they are a result of 
personal defects and individual vulnerability (Rich, 2006). As such, it is a popular assumption 
that unlike the biologically diseased who once attacked by some viral agent is totally at the 
mercy of the physician‟s cure, the psychologically ill are to some degree accountable for their 
illness and therefore should hold some capacity to “snap out of it” (Kendell, 2001). 
Consequently, returning to Frank (1995), Kelly may well have the opportunity to be more 
“actively heroic” in her recovery but it is an opportunity that comes with great pressure to get 
herself better and the risk of liability if she fails.  
Desperate for his daughter‟s suffering to end, Dad also encapsulates the expectancy 
for Kelly to bring about restitution:  
Kelly seemed to be getting on better and there seemed to be a bit of a relapse and then 
we‟ve had sort of big chats again and maybe I changed tact, rather than trying to be 
totally supportive and not exactly wrapped in cotton wool but trying to protect her and 
cajole her and encourage her along maybe I would turn round and say maybe we‟ve 
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gone far enough maybe I‟m totally pissed off now maybe I‟m just throwing money at 
things and you‟re playing at what you‟re doing you‟re not making serious efforts to 
actually get better with your illness, as they call it 
 
Angry and frustrated by the absence of restitution, Dad threatens to withdraw the support he 
has offered to facilitate it. Even more forthrightly than Mum, he places the onus of recovery 
with Kelly and questions the sincerity of her desire to get well. He takes this further by 
calling into doubt the legitimacy of Kelly‟s eating disorder as an illness. The assertion that 
mental illness is somehow less “real” than physical disorders due to the absence of a tangible 
local pathology is a damaging feature of much public opinion, which leaves the patient 
feeling dismissed and distrusted (Kendell, 2001, p. 492). The above accounts of both Mum 
and Dad show restitution in a different light to the hopeful and positive story it sometimes is. 
Frank (1995) specifies that problems arise when someone who can only tell restitution stories 
encounters another whose health will not be restored. As Kelly‟s recovery falters, the 
emotional anguish depicted by her parents can be seen as a feature of such problems. More 
generally, McLeod (1997) suggests that when personal experience is misaligned with the 
story an individual lives by, crisis ensues.  As Kelly discusses, her parents‟ crisis holds major 
implications for her own experience: 
my dad says “did you keep things down today?” and at the same time it annoys me 
because I think don‟t make me have to remind you or lie because I have to lie 
sometimes because I feel it protects them because I don‟t want them to feel like I‟m 
not getting better or I‟m not doing things to help and that was what a big part of that 
argument the other weekend was with my dad…he says “you know I think that 
sometimes you don‟t want to help yourself and you don‟t want to get better” as if to 
say “I think you enjoy what you do and you don‟t want any respite or to get better” 
and that really hurt me 
 
Frank (1995) suggests that most people have a preference for hearing restitution stories and 
find other stories about illness uncomfortable to listen to. Kelly seems aware that her parents 
fall into this bracket. Consequently, when probed as to the status of her health by her father, 
she feels obligated to lie in order to protect him from the reality of unfulfilled restitution and 
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the distress this will cause him. Kelly is therefore silenced and, as Sparkes and Smith (2002) 
argue, such silencing denies the opportunity to articulate the emotionality of experience and 
the chance to explore new ways of storying a life. Rather, when Kelly recently told of the 
persistence of her eating disorder, her father vented his “really hurtful” frustrations as 
previously discussed. The implicit message is that stories that betray restitution are 
unwelcome ones. 
 Reflecting on the first set of interviews it is evident that the experiences of Mum, Dad 
and Kelly were shaped largely through a restitution narrative. Having provided a means out 
of the narrative wreckage that accompanied the onset of the eating disorder, it has, and still 
does, provide the family with a unifying hope that Kelly will overcome her eating disorder. 
Regardless, the functionality of the restitution story is fragile and it has become the source of 
both inter- and intra-personal distress. Frank (1995) states that restitution stories no longer 
work when “impairment will remain chronic” and when this happens there is usually “no 
other story to fall back on” (p. 94). Essentially, the longer Kelly‟s eating disorder continues, 
the less viable restitution is, and the more troublesome it becomes to try and live by it. From 
this point, further narrative wreckage becomes a genuine threat.   
Second Set of Interviews (February/March 2009) 
Just over 3 months had lapsed before I recommenced interviews with the family 
towards the end of February. I first interviewed Mum and then Dad on the same day at their 
home, with Kelly visiting me at my University office a few days later. With the family now 
familiar with the interview process, the participants appeared at ease and quickly settled into 
updating me on their recent experiences.   
 Communication issues - ‘I wonder if she’s been alright this week?’ 
 On resuming interviews, it became apparent that a lack of communication between 
Kelly and her parents had developed into a major issue. With Mum and Dad eager for 
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positive health updates and Kelly reluctant to disappoint their hopes of restitution, exchanges 
between them were scarce. Dad seemed to suffer particularly in this regard: 
I‟m a little bit frustrated at this moment because I‟m sending her emails and I‟m 
texting and so on and I‟m having to wait for some time and often prompted by Jill 
before I get a reply from Kelly…I get a little bit frustrated especially when I talk to 
Jill and Jill says “oh yeah I text her earlier” or “Kelly text me earlier” and I say “how 
come she‟ll communicate with you but she won‟t reply to me?” 
 
It is not uncommon for fathers to experience feelings of rejection when a daughter is 
suffering with an eating disorder (Gilbert, Shaw, & Notar, 2000). Kelly‟s lack of 
communication is particularly upsetting for Dad given it is notably directed at him alone. 
From Kelly‟s perspective, this is not a personal slight, nor is it, as Dad later suggests, 
indicative of a “closer relationship” with her Mum, but rather it reflects what Kelly 
constructs as a greater need to protect Dad from her issues: “that’s where I try not to tell him 
so much, because I know I don’t want to mentally disturb him and upset him”. Why might 
Dad be more disturbed by Kelly‟s struggles than Mum? If Dad holds a greater preference for 
restitution stories, as Frank (1995) tells us certain people do, then Kelly‟s stories of suffering 
are likely to be harder for him to hear. Further, given Sparkes and Smith (2002) assert that 
masculine values often suppress the telling of emotional stories it is probable that this extends 
to hearing such stories also.  More specifically, Dad might possess a heightened investment in 
restitution as a consequence of his construction that Kelly‟s eating disorder recovery is 
heavily intertwined with her return to the summit of elite triathlon: “we can only believe that 
things are going to continue to get better and look forward to those days when Kelly is back 
to her pristine best…and then look out everybody”.  Consequently, failure to achieve 
restitution is also failure to achieve in sport, a double-blow that Kelly seeks to protect her 
Dad from. Specifically, from Kelly‟s perspective, by communicating less on issues of health 
and sport she saves him, and to a degree herself, from what is the painful truth; she is not yet 
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healthy and she is not yet back to her athletic best. Dad however is unsure of Kelly‟s motives, 
hence his described frustration, the impact of which Mum is acutely aware of:  
I know it upsets him really because it literally just takes a minute to bang out an email 
or a text…if he hasn‟t heard from her he‟ll say things to me that I think “ooh, he‟s a 
bit touchy”. A bit touchy because he hasn‟t heard from her and maybe I will then send 
her a text just to say “how‟s things? Did you get your dad‟s text?” 
 
The above quote illustrates how Dad‟s annoyance at Kelly‟s lack of communication places a 
strain on his relationship with Mum. Although Mum‟s sensitivity to Dad‟s frustrations 
enabled her to address the issue practically and without conflict, such instances present 
potential for relationship deterioration between her and her husband (e.g., Espina, de Alda, & 
Ortego, 2003).   
 In contrast to Kelly‟s described intentions, the lack of communication with her 
parents actually served to accentuate rather than alleviate their worry. With very little 
information available regarding Kelly‟s eating disorder, both Mum and Dad engage in 
ongoing speculation. Dad describes a process of “reading between the lines”:  
I don‟t know how Kelly is progressing from a food point of view…we haven‟t spoken 
about it…but when she says that she‟s down or feeling low or had a bad week, to me, 
reading between the lines, that means that she‟s reverted back 
 
In the absence of concrete facts, Dad perceives Kelly‟s low moods as indicative of underlying 
eating disorder issues. For Mum, even Kelly‟s positive moods can be interpreted in a similar 
vein: 
When I‟ve spoken to her and stuff she‟s seemed fine. Sometimes I just hope that she‟s 
not saying what she thinks I want to hear because I‟d much rather hear it from the 
roots really… I think she does sometimes so that she doesn‟t think that we‟re 
worrying 
 
Both parents partake in guesswork as to the status of Kelly‟s eating disorder and invariably 
fear the worst, irrespective of whether Kelly presents herself as feeling positive or negative. 
Mum states that she would much rather know the full extent of the problem than be the 
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benefactor of Kelly‟s protective efforts. Gaining knowledge as to the specifics of a daughter‟s 
eating disorder behaviours is an identified coping strategy that helps guide the course of 
supportive action a parent takes (Honey & Halse, 2006). Unable to gain this knowledge, 
Kelly‟s parents are uncertain as to what support they can offer, a troubling circumstance 
given their commitment to a restitution narrative. Mum discusses why she considers asking 
Kelly directly for updates on her eating disorder is rarely a viable option: 
I would never dream of asking on an absolutely regular, not even on a regular once a 
week basis because I don‟t think that helps her. It‟s almost as though „oh you don‟t 
really believe what I‟m saying‟ or „you don‟t trust me‟ and you have to have that 
element of trust you see. Although sometimes you can‟t help but think to yourself „oh 
I wonder if she‟s been alright this week?‟ 
 
Mum described an appreciation of Kelly‟s sensitivity to enquiries about her health, 
suggesting they might be perceived as a lack of trust. She goes on to acknowledge that while 
such trust is important, the need to know, for certain, that her daughter is well still remains. 
The tension between a concern not to appear distrusting and a desire to know specific details 
is managed through concerted efforts not to quiz Kelly on eating disorder issues during 
interactions with her. From Kelly‟s perspective, her parents‟ conscious resistance to question 
her inaccurately translates as an indication that they are no longer worrying: 
I think because they know I‟m ok they almost don‟t feel that they need to be ringing 
me up all the time or checking on me and stuff which is a good thing and I don‟t mind 
that and I guess if I want to talk to them I can pick up the phone but I‟m happy not 
doing that. 
 
In contrast, discussing a visit by her parents two days earlier, Kelly illustrates that actually 
Dad does still need reassurance that she is not ill despite the tapering of telephone calls:    
it was just nice to see them and I think that…dad said “I can go away happy knowing 
that you‟re happy and you‟re looking well and everything‟s fine” and I think that 
meant more for me I think because at least, because I know how he worries 
 
The above scenario indicates that such is the lack of communication regarding eating disorder 
issues that Dad only achieved peace of mind after meeting Kelly in person. Even in this 
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instance, Dad is required to draw conclusions from Kelly‟s projected well-being and healthy 
physical appearance in the absence of specific knowledge pertaining to her eating disorder 
behaviours. 
 Restitution ambivalence - ‘I can do this off of an eating disorder’. 
Despite pressures from cultural, medical and familial sources to adhere to a restitution 
narrative, Kelly begins to articulate an element of ambivalence towards the notion of 
eradicating her eating issues. Whereas in the first interview Kelly regularly performed a 
narrative largely shaped by restitution, during our second meeting this was much less 
prominent: 
at the end of the day I would still rather, I think that‟s again as a sacrifice, I‟d still 
rather almost suffer a little bit with you know not getting fully recovered if it means I 
can still be strong enough, fit enough, happy enough to go on with my sport I think. 
You know it‟s not ideal and I‟d rather have my sport illness free but at the end of the 
day I would still rather put sport ahead of quitting it… 
 
Kelly reasons that so long as she is able to perform successfully in her sport then recovery is 
not a priority for her but rather a sacrifice worth making. She contends that although she 
would ideally compete in sport illness free, she is unwilling to terminate her involvement to 
pursue recovery. The subtext here suggests that recovery cannot occur within a sporting 
context, which implicates sport as a contributing factor in her ongoing eating disorder 
experience. Further, describing her continued suffering as a “sacrifice”, Kelly‟s 
understanding of her experience is in line with what is termed the sport ethic (Hughes & 
Coakley, 1991) whereby athletes take the notion of sporting commitment too far, often to 
dangerous or deviant extremes. In Kelly‟s case, persistent issues with food at times represent 
a necessary evil, akin to her gruelling bike rides and early morning swims; the experience is 
not enjoyed or desired but she is willing to endure it in the name of sporting glory. In taking 
such a stance the urgency she has previously expressed in relation to recovery, and which her 
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parents continue to express, is somewhat absent. As Kelly continues her narrative, her 
ambivalence towards restitution is elaborated on: 
I still know that no Olympic medallist or top top athlete has eating disorders. They 
might have had one but you know the top athletes are usually free of things like that 
so I know that I still have to be absolutely rid of it before I can get the absolute best 
out of me but yeah I have got that knowledge that yeah I‟ve done alright but I know 
I‟m not fully recovered and in another way I think I can do this off of an eating 
disorder but it‟s nowhere near the extent that it was that‟s why…it‟s still an eating 
disorder however way you look at it but I don‟t see it too much as a struggle. I don‟t 
feel I‟m particularly struggling. Maybe that‟s why I haven‟t rung the therapist back 
because I don‟t think it‟s making me thing „God, you know what? This is really 
bringing me down, really impacting me‟. Because I don‟t feel down and I don‟t feel 
rundown by it 
 
In the first instance Kelly again builds the case for restitution, citing her belief that no 
successful Olympian has an eating disorder. She qualifies this by adding that an Olympian 
may have had an eating disorder in the past thus not eliminating her own prospect of future 
Olympic success. From this perspective, Kelly‟s sporting goals can only be achieved in the 
absence of an eating disorder and therefore restitution is an integral objective. Kelly then 
goes on to construct an alternative, conflicting understanding with the critical statement “in 
another way I think I can do this off of an eating disorder”. This contradictory understanding 
is reached after some respectable performances and it implies that Kelly can achieve the 
success she desires with, perhaps even because of, the continued presence of her illness. The 
viewpoint is further justified by her explanation that her eating disorder is not of the severity 
it once was and that she does not perceive it as “too much of a struggle”. With restitution 
ceasing to be a prerequisite for sporting success, or indeed for a functional existence, its 
necessity is diminished and Kelly neglects to contact a therapist. Compounding this turn 
away from restitution is the underlying fear that without an eating disorder athletic 
performance could actually worsen: “say if I was rid of it and I still wasn’t successful, would 
I think hmmm maybe this isn’t the key to it? Maybe I was better slightly with the eating 
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disorder”. It is a concern that lies in direct contrast to her initial view that top athletes don‟t 
have eating disorders. 
 Kelly‟s conflicting narrative constructions echo the findings of Rich (2006) who 
described how anorexic schoolgirls contradictorily understood their eating disorder as both 
destructive and empowering, the former leading to compliance with treatment and recovery 
efforts and the latter associated with non-compliance.  Essentially, the sufferers shifted their 
attitudes to recovery in line with their changing perspectives on whether an eating disorder 
was positive or negative. For Kelly, a negative view of her eating disorder is much less 
prominent when she is performing well in sport and in life. In these times, it is easy for the 
nagging belief that she might be better off with it to prevail. In this respect, the eating 
disorder is managed and controlled but not overcome completely. Shohet (2007) also 
identifies ambivalence as an instrumental feature in the persistence of eating disorders. She 
coins a “struggling to recover” narrative type that is characterised by the envisioning of self-
starvation as both good and bad and the questioning of received wisdom (p. 375). This 
uncertainty and ambivalence results in the living out of a cyclical life-course in which the 
eating disorder recurs and permanent recovery proves elusive. Again, Kelly‟s experiences, as 
constructed in her second interview, map nicely onto these narrative features. If this is the 
case, the implications for the fulfilment of restitution and its linear path towards health are 
grave. Instead, the eating disorder behaviours will persist, perhaps varying in severity but 
nevertheless a constant presence. This is hugely problematic for Kelly‟s parents who cling, 
albeit increasingly desperately, to the promise of restitution. The following declaration from 
Mum illustrates how Kelly‟s non-recovery takes an emotional toll on her:  
it kind of makes you think how many of these people are there around that profess to 
be able to do this, that, and the other and put things right and get to the bottom of 
things when clearly they‟re not right for Kelly? I often wonder if it will be something 
very, not very simple it‟s never going to be simple but, there will be a turning point 
where something will happen in the future that will make the whole thing seem 
ridiculous. “Exactly why the hell am I doing this? This has got to stop” and I honestly 
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believe that it will be more something like that than an individual getting to the 
bottom of it. Do you understand what I mean? 
 
AP: …like a dawning or realisation… 
 
…yeah…just that…(long pause)…just trying to think of something that might swing 
it I can‟t think…no I can‟t…might be a relationship or something that occurs…I don‟t 
know, don‟t know…(begins to cry)… 
 
AP: …can I ask you why you feel upset at that point? (long pause) 
 
…don‟t know really…(long pause)…actually I don‟t know really…(long pause)…not 
often I‟m lost for words…well probably because you‟d like that realisation to happen 
as soon as possible… 
 
Mum describes a lack of faith in health professionals but this does not correspond to a lack of 
faith in eventual restitution. With the medical world dismissed, Mum turns towards hope of 
some abstract epiphany, an unspecified event, which will push Kelly into recovery. The 
struggle to suggest what such an epiphany might be implies that it is a hope based on little 
foundation. Perhaps realising this, Mum begins to cry at the prospect of Kelly‟s struggles 
continuing.  
In review of the second set of interviews, one important interpretation is that the 
expectation for restitution in relation to her eating disorder and sporting pursuits, discourages 
Kelly from discussing her eating disorder status with her parents. It could be argued that 
everybody loses in this regard; Mum and Dad are uncertain and fearful of their daughter‟s 
health and unable to offer help and Kelly cannot fully utilise an important source of social 
support. The resolution of these communication issues is complicated by Kelly‟s increasing 
ambivalence towards restitution, which separates her in narrative terms from her parents who 
remain dedicated to it. If ambivalence leads to persistent illness (e.g., Shohet, 2007), Kelly 
may continue to communicate sparsely on eating disorder issues and the family relationship 
difficulties will perpetuate.   
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Third Set of Interviews (November 2009)   
 It was over 8 months before I was able to interview family members again. After 
several attempts at arranging meetings to fit with each participant‟s busy schedule, I finally 
had the opportunity to speak with Kelly in early November, again at my campus office. A 
week later, I organised to speak with Dad, at the family home, and later that same week with 
Mum, on this occasion in my office. This concluded the proposed sequence of interviews 
almost a full year on from the first meetings.  
 Approaching restitution - ‘90% of a good news story’. 
 The interviews took place while Kelly was on a forced break from all training, the 
consequence of a severe cycling accident. Despite this obvious setback, there was agreement 
among all participants that Kelly‟s physical and mental health had improved considerably 
since the previous interviews. Interpretations of this improvement, in terms of its origin, its 
extent and its potential permanence, differed between the family members. Having described 
Kelly‟s recovery to date as “90% of a good news story”, Dad suggested the worst of the 
experience was over: 
 
those dark days hopefully have gone forever and I believe they have, I really do 
believe they have. The despondency, the helplessness, the fear that we experienced 
and the tears that we shed in private as a family, they‟re behind us now. We were 
frightened. We really were frightened. Which way would it go? You know it could 
have gone either way and thank God that it hasn‟t and all of the things that are around 
her pulled her through but mostly of course she pulled herself through because you 
can only have support and assistance around you, there‟s only one person who can 
actually make that happen and that‟s, it had to come from within herself. The 
recognition and the knowledge that she had to do it and the determination to go out 
and do it and she‟s, she‟s still got a way to go, she‟s still got a way to go, I would say, 
I would say she‟s probably still got a couple of years of recovery and then look out 
world.  
 
Although Dad eventually acknowledges that Kelly is not quite fully recovered, he largely 
pays testament to what he considers to be Kelly‟s fulfilment of restitution. The most 
troublesome illness experiences, referred to as “those dark days”, are placed firmly in the past 
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and Kelly is credited for instigating her own return to health. Viewing Kelly‟s determination 
as the primary factor in recovery corresponds with Dad‟s previously highlighted accusation 
that her lack of recovery was the result of a lack of effort. This consistent understanding 
underlines his construction of mental illness as something that can be overcome through 
personal endeavour. The danger of such thinking is that although, for now, Kelly is the hero 
of the story, should she relapse in his eyes, she may once again be considered responsible. 
This is a possibility if, rather than approaching restitution as Dad contends, she is 
experiencing a positive period as part of Shohet‟s (2007) cyclic struggling to recover 
narrative. 
 Mum also perceived that Kelly‟s health had improved. For much of the interview she 
speculated as to the reasons for the improvement: 
I certainly do see an improvement. Most definitely see an improvement and I think 
it‟s a culmination of all that we‟ve talked about. It‟s the leaving university, leaving the 
academic world behind, it‟s getting out and getting in to different areas where she‟s 
doing slightly different things, meeting different people, it‟s having the boyfriend 
around, there‟s a lot of stuff and it is being reflected in what she‟s doing and how 
she‟s approaching things. She might not think it is, I might be looking a bit too deeply 
into it all but I can‟t see what else has changed. Do you see what I mean? There hasn‟t 
been a bolt of lightning that has suddenly said „you‟re absolutely wonderful now, all 
your problems have disappeared‟ 
 
Mum sees Kelly‟s recovery as a consequence of a range of changing social and 
environmental factors rather than focusing on Kelly‟s personal resolve. Moving away from 
the pressurised culture of University, where Kelly had been heavily involved with triathlon as 
well as her academic studies, diversifying her interests and widening her social network were 
considered by Mum to be likely influences on Kelly‟s improved health. In line with this 
perspective, Study 1 of this thesis (Papathomas & Lavallee, 2010) outlined how broadening 
identity beyond the sporting self helped athletes with eating disorders to alleviate their 
symptoms. As Mum continues, she even recommends a withdrawal from elite sport: 
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I‟d love to be able to turn round and say, “do you know what mate, I actually would 
call it a day. Don‟t finish completely, go out and do your fun things…but you are so 
different without the pressure on you” 
 
AP: …and what might happen if you were to say that? 
 
…oh well I don‟t know…I think her and her father will probably stand me up against 
a wall and shoot me, but I don‟t know because I wouldn‟t want to be blamed for 
putting that seed in her mind. I can skirt round it as I have been by saying „you know 
what since you‟ve not been heavily training you‟re just so different you just seem so 
much more relaxed 
 
Mum suspects that such a suggestion would be unpopular with both Kelly and Dad. Further, 
she is fearful of placing doubts over Kelly‟s sporting dreams. As a result, making such a 
suggestion becomes difficult due to the family conflict that might ensue. Dad himself 
substantiated these fears when he describes quite contradictory views to Mum. In response to 
a question that probed whether he believed Kelly was psychologically healthier outside an 
elite sport environment he categorically stated: “No. I think that Kelly has and always will 
have the benefit of hindsight…so no I don’t think…no, I know, that Kelly won’t go down that 
road again”. With regards to Kelly‟s more relaxed attitude to training and competition since 
her accident, Dad again adopted a different perspective:  
it‟s almost as if she‟s been drifting. Everything‟s been a little bit pink and fluffy and 
she‟s been sort of wandering almost aimlessly in a cloudy wilderness and I think 
that‟s been very frustrating for her and I think that‟s probably why in recent times she 
didn‟t make the sort of progress that she wanted to make with different things. 
 
Kelly‟s behaviour is thus interpreted more negatively as having lost athletic focus, which has 
inhibited sports performance. For Dad, there is no correlation between Kelly‟s emergent well-
being and the reduction in sporting pressures and so he continues to encourage Kelly‟s 
involvement in triathlon.  
 Completing the consensus, Kelly also acknowledged that her psychological well-
being had changed for the better over recent months which she discussed in terms of 
acceptance: 
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it‟s how I deal with it and accept it to a point and not let it get it me down. I‟ve got to 
think right Ok I‟ve had a bit of a slip, if I dwell on it I‟m just going to slip further and 
further, further, further down again and it will be harder to get back up to where I‟ve 
been. The fact is I‟ve got to almost have a bit of amnesia with it. I‟ve got to accept 
that I‟ve done it and then block it out as if I haven‟t done it or else I will dwell on it 
 
Kelly does not understand her recovery as a reduction of eating disorder symptoms but rather 
in terms of management and acceptance. Instead of suffering the debilitating guilt commonly 
associated with a binge-purge episode (Broussard, 2005), Kelly is able to “block it out”. 
Rather than punishing herself and slipping “further down” in her mood she is able to move 
on. Learning to accept relapses such as these is considered a key feature in some models of 
recovery (e.g., Marlat, 1985) and this may be particularly important for athletes who may 
conceive relapses to be a failure or who harbour ambitions of recovering perfectly 
(Papathomas & Lavallee, 2006, p. 165). Kelly‟s notion of acceptance however seems to be 
framed more broadly than as part of a stage towards symptom eradication. As she expands on 
her views, acceptance is constructed as a more encompassing phenomenon and as a strategy 
to manage living with an eating disorder in the long-term:   
I think a lot to do with it is where I‟ve kind of just accepted a lot of things. I‟ve 
accepted that Ok I don‟t think for the rest of my life I‟m going to be fully, fully, clean 
slate with having disordered views or behaviours so I‟ve got to change that and think, 
don‟t get depressed about it almost accept it and think ok how can I make this as easy 
as I can? 
 
Kelly suggests she accepts that a full recovery, in terms of completely eliminating disordered 
views and behaviours, might never happen for her but she does have the capacity to make the 
experience an easier one. It is a view that suggests recovery has come to mean something 
different for Kelly, which echoes a prominent debate within the field of mental health. 
Specifically, Kelly‟s stance closely allies social or “survivor” models of recovery that 
emphasise lifelong management of mental illness allowing the fulfilment of a meaningful 
life, in contrast to psychiatric models that rigidly emphasise the amelioration of symptoms 
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and a return to „normal‟ functioning as barometers of recovery (Davidson, O‟Connell, 
Tondora, Lawless & Evans, 2005). The restitution narrative, with its focus on restoring the ill 
person to their former self, affiliates strongly with the latter, clinical conception that Kelly 
rebuts. This presents scope for future family conflict given Kelly‟s redefinition of recovery 
diverges from the restitution perspective that Mum and Dad have, to date, drawn so heavily 
from. On the contrary, both parents expressed their own re-conceptualisations of what 
recovery might mean for Kelly. For example, Dad stated, “I suspect Kelly will always have to 
be wary” and Mum commented, “it will be a case of her managing it. I don’t think she’ll ever 
be over it now entirely”. Equally then, there exists potential for a convergence of perspectives 
and a shared construction of a social form of recovery. Importantly, some of the key tenets of 
social recovery, such as empowerment, connection to others, identity development and 
purpose (Schrank & Slade, 2007), parallel Frank‟s (1995) quest narrative of illness. It is the 
quest narrative that becomes central to Kelly‟s experiences as is illustrated in the section to 
follow.  
 A turn to quest - ‘I’m just trying to make the most of it’. 
 Throughout her final interview Kelly performed a narrative that resonated with many 
of the essential features of a quest narrative of illness, for which Frank (1995) provided the 
following general description:   
“Quest stories meet suffering head on; they accept illness and seek to use it. Illness is 
the occasion of a journey that becomes a quest. What is quested for may never be 
wholly clear, but the quest is defined by the ill person‟s belief that something is to be 
gained through the experience” (p. 115). 
 
The following extended account from Kelly, with its focus on acceptance and gain as 
opposed to regret and loss, is illustrative of an ill person living through quest:  
As much as on the flip side I really, really do wish I never had it, because I wouldn‟t 
wish it on anyone. I don‟t regret not having it because it‟s really made me open up a 
lot of things in my life in terms of, I say opportunities, they‟ve not been opportunities 
I would particularly want to have but I wouldn‟t have written this dissertation which I 
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hope in the future would help people. So if I know it‟s going to be used as a tool to 
help people to me that‟s been a bit of a blessing. Just small little things like doing 
your interviews. It‟s giving you an insight that you can use for a study as well as other 
people. I think it‟s made me appreciate a lot more about who I am as a person. 
How…actually, this sounds quite deep but it means a lot to me about who your real 
friends are and the true meaning of love and support because to me I think obviously 
my family have been through it a lot, probably a lot more than they‟ll ever let me 
know but at the end of the day it‟s been so unconditional. Obviously we‟ve had our 
arguments we‟ve had our upsets, they‟ve certainly had their upsets but at the end of 
the day we‟ve all come out of it and we‟re coming out of it together and I don‟t think 
you could ask any more out of a family for that and that‟s where it really meant a lot 
to me in terms of they will always support me…yeah I don‟t have regrets, I‟m quite 
pleased to say that I don‟t regret anything so far in my life. So yeah I guess that makes 
me a little bit more content, I think if I had a lot of regret I‟d probably be a lot sadder 
and a lot, probably a lot worse off than I am with my eating disorder. I don‟t think I 
would improve. I‟m always learning I think that‟s the beauty of it. I‟m learning a lot 
about what‟s going on in my life, what suits me, what doesn‟t suit me, who my 
friends are, I‟m always learning. I think the minute you stop learning is when life gets 
a bit boring…I‟m just trying to make the most of it as I can. 
 
Exploring the intricacies of Kelly‟s narrative provides further evidence of its quest orientation 
and the impact of this on her experience of living with an eating disorder and on her sense of 
self. She begins by stating that although she would have preferred to have not suffered with 
an eating disorder, she does not regret it. Frank (1995) states that almost every quest story 
bears this sentiment, whereby “losses continue to be mourned but the emphasis is on gains” 
(p. 128). So for Kelly, although as an experience she “wouldn’t wish it on anyone” she 
foregrounds the positives that have emerged as a result of her eating disorder. Further, Kelly 
describes a process of continued learning about “what’s going on in my life, what suits me, 
what doesn’t suit me, who my friends are”. Her experience is one of a journey, but the 
journey is not dominated by the goal of recovery of the former healthy self as in restitution, it 
is rather a journey of personal discovery and growth and the emergence of a new, altered self. 
As Frank (1995) specifies, the quest narrative tells self-consciously of being transformed. The 
degree to which a new self incorporates Kelly‟s strong athletic identity is an important issue 
as she moves on with her life.  
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 Some of the gains Kelly draws from her eating disorder experiences illuminate 
another quality of quest storytellers, that of the need to reach out to others as a way of being. 
For example, she refers to writing a thesis on her experiences with an eating disorder and 
participating in the interviews for this study as valued opportunities to tell her story and help 
others. Later she told of speaking on local radio of her experiences, a possible future 
television appearance and forwarding her dissertation to others:  
I want to get the word out to people that have either questioned it or that can 
broadcast it. Like that radio, like this guy that does TV presenting and online stuff. If I 
can reach a bigger audience…if I can get it out there (dissertation), I‟ve got the 
copies, I‟m more than willing to send it out to whoever…I think because it‟s my 
nature to help. If even if I can help one person or prevent one person, it‟s shown that 
it‟s a good start 
 
Frank (1995) suggests this communicative drive of quest stories involves three types of 
ethical practice. Firstly, in “recollecting” to others, Kelly takes responsibility for what was 
done. Secondly, the quest story expresses “solidarity” to the fellow sufferer who may not 
have the opportunity or capability to speak openly in the media or in research studies about 
living with an eating disorder. Finally, Kelly‟s story may practice an ethic of “inspiration" to 
others, not as a romanticised “hero of force”, which holds connotations of restitution, but as a 
“hero of perseverance” of suffering. To explicate, Kelly‟s story inspires because it can tell 
others with eating disorders, athletes in particular, of her past struggles, that her struggles live 
on, as is evident from this study, but that she also lives on. As Frank describes, Kelly‟s story 
inspires “because it is rooted in woundedness” (p. 133). 
 The positive changes in Kelly‟s psychological well-being underpin the final set of 
interviews. Dad attributes the transformation to Kelly‟s determination to recover, Mum to a 
broadening of Kelly‟s identity beyond sport and Kelly to an acceptance of her illness and a 
re-conceptualisation of the meaning of recovery. The differing explanations constructed by 
Mum and Dad lead to contrasting perspectives on how they should continue to support Kelly. 
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For Dad, with the eating disorder obstacle as good as overcome, Kelly should push on with 
her athletic dream. For Mum however, Kelly should continue with other interests, reducing 
the importance of sport and further broadening identity. This tension may well act as a cause 
of future conflict should either parents‟ hopes for Kelly not be realised. The construction of a 
quest narrative in Kelly‟s final interview emphasised new goals of self-discovery, 
transformation and communicative ethics appeared to transcend the premise of restitution and 
the crude clinical definition of recovery. The full extent to which Mum and Dad embrace the 
unique plot of a quest narrative, and the degree to which they are willing to let go of 
restitution in its purist sense, represent key family issues for the future should Kelly‟s quest 
narrative persist.      
Final Reflections 
 Frank‟s typology of illness narratives, in particular restitution and quest types, served 
as a useful tool for interpreting the stories told by Kelly and her parents. To summarise, 
initially restitution provided hope and a passage out of narrative wreckage. It unified the 
family as they worked towards a shared goal of recovery. As the illness persisted and 
recovery continued to prove elusive, living by a restitution narrative became a source of 
frustration and disappointment for all participants. This mismatch between personal 
experience and the guiding narrative expectations also placed great strain on all family 
relationships. Specifically, communication between Kelly and her parents, particularly with 
regards to her eating disorder status, deteriorated through her fear that they might worry and 
her reluctance to quash their hopes of restitution. This was accentuated when Kelly‟s 
commitment to restitution wavered and she expressed ambivalence towards recovery. Once 
Kelly constructed her illness as a quest, focussing on acceptance, opportunity and personal 
growth, the eating disorder became a more manageable, tolerable experience. In turn, her 
improved well-being also appeased her parents. 
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 This study sought to progress understanding of the familial experience of an eating 
disorder with a particular focus on exploring the family of an athlete. Although the 
knowledge constructed through the process of this research is partial and provisional, the 
insights provided advance knowledge by offering new and different ways of thinking about 
eating disorders in the family and eating disorders in sport. Kelly‟s experiences illustrate that 
an athlete‟s struggles with an eating disorder can extend beyond the sporting environment, 
penetrating the various facets of everyday life. The consequences of the psychopathology 
typically associated with bulimia nervosa are far reaching and can problematize relationships 
outside of sport, in particular close family bonds. Broader still, the generic challenges 
associated with the narrative wreckage that invariably accompanies any chronic illness 
experience are visible in Kelly‟s story and the stories of her parents. In this sense, the athlete 
eating disorder experience may have much in common with the experiences of others with 
eating disorders and ill people generally. That said, these generic issues can be experienced 
differently within the sporting milieu. For example, evolving ones identity to incorporate a 
new world of illness may be particularly difficult for athletes who often possess strong and 
exclusive athletic identities (Papathomas & Lavallee, 2010). If parents are emotively attached 
to this athletic identity also, as with Dad in this study, accommodating an ill self or 
minimising an athletic self becomes more difficult still.         
Interviewing members of the same family in parallel produced some unique insights 
into family life dealing with an eating disorder. Specifically, this study suggests that the 
experience of an eating disorder is very much a shared, family experience whereby each 
family member‟s narrative understandings impact on one another. Essentially, how an 
individual with an eating disorder understands the illness is in part influenced by the 
understandings constructed by members of their family. For instance, Dad‟s firm focus on 
restitution was particularly influential on how Kelly and the family as a whole interpreted the 
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eating disorder. The instrumental role of Dad is intriguing given that fathers represent a 
neglected voice in eating disorders research. Perhaps when the illness is based around sport, a 
typically masculine domain, fathers may be more ready to be involved with a daughter‟s 
eating disorder. Whether father-led or otherwise, of critical concern for therapists is 
sensitivity to such joint meaning-making activity and its implications for how the illness is 
duly experienced and approached.  Similarly, a therapist should also be sensitive to when 
family members hold disagreeing narrative constructions of illness as this can lead to intra-
family conflict and strained relationships. To illustrate, when Kelly‟s ambivalence towards 
restitution clashed with her parents‟ commitment to it, family relations became characterised 
by poor communication, increased tension and regular arguments. Such negative experiences 
become psychologically troubling in their own right for all concerned and create an 
environment not conducive to successful family-based treatment. Appreciating narrative 
differences between family members and managing these effectively may represent a crucial 
step in relieving some of the many difficulties associated with an eating disorder in the 
family, freeing therapist, patient and family members to focus on more illness-specific 
concerns.  
It is important to listen carefully to the stories told by athletes with eating disorders 
and their families. These illness stories are likely to be underpinned by one or more of 
Frank‟s narrative types, which may give clues as to how an eating disorder is being 
understood and experienced. An awareness of the narratives that guide the lives of those 
dealing with an eating disorder might assist a therapist to develop more appropriate treatment 
strategies. For example, an athlete with a strong commitment to restitution might anticipate a 
quick recovery and become frustrated with what is typically a gradual process. The therapist 
who is appreciative of this potential eventuality can look to manage expectations accordingly, 
ensuring such an individual does not become dispirited by the challenges of treatment. By the 
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same rationale, an appreciation of the narratives held by members of the family or significant 
others will help enhance the appropriateness of family-based therapies. Importantly, 
establishing an awareness of personal narratives is likely to be an on-going endeavour for a 
therapist. As outlined by Frank (1995), and as demonstrated by each member of the family 
over the course of this year-long study, preferred narrative types change over time. The most 
obvious example of this is Kelly‟s move away from restitution towards quest.     
 Various moral issues must be considered on the basis of the stories told within this 
study. Both restitution and quest narratives can provide great benefits to understanding illness 
but neither can be seen as a panacea without limitations. The suitability of each is subject to 
individual preference, context, and timing. Particularly, as I have described, the hope of 
restitution can soon give way to disappointment and frustration. Restitution is the master 
narrative of the western world; it presents a default way of thinking that might fuel well-
meaning practitioners such as coaches and sport psychologists to thrust it on the ill as means 
of showing empathy and encouragement – “you can get better”. Yet the practitioner who 
advocates restitution to motivate recovery cannot ignore the guilt and loss that can materialise 
when recovery is not forthcoming. Athletes can experience eating disorders as a chronic 
condition and those who support them, sports professionals, medical practitioners, or friends 
and family, should be aware of the limits of restitution and conscious of one‟s own 
subscription to it. 
To conclude, athlete eating disorders can be chronic illnesses that lead to challenging 
and troublesome experiences for the athlete and for their family. The everyday interactions 
that usually typify family life dictate that the eating disorder experience is, to a degree, 
socially constructed within the family unit. The meaning making that occurs within a family 
may prove helpful or problematic but, crucially, it is influential either way. Family 
involvement in therapy should therefore always be considered. This is in full support of the 
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previously highlighted position statement of the AED (Le Grange et al. 2010). The AED add 
that “exactly how such involvement should be structured, and how it will be most helpful will 
vary from family to family” (p. 4). Listening to the stories families tell and the narratives they 
live by could serve as an effective start point towards ascertaining these individual family 
needs.  
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CHAPTER 7 
General Discussion 
 In this thesis I have identified that athletes‟ narrative constructions are not an 
inconsequential subjectivity, but rather are always hugely consequential for how disordered 
eating in sport is experienced, irrespective of their factual accuracy. Essentially, how athletes 
come to understand their disordered eating experiences has a bearing on their psychosocial 
well-being and shapes how they experience the illness in the future. The aim of this chapter is 
to elaborate on these critical insights and review the various ways in which my interpretive 
approach has advanced understanding of disordered eating in sport. I reflect on the impact on 
existing knowledge, highlight new and unique perspectives and offer suggestions for future 
study. Theoretical, methodological and applied implications are addressed throughout the 
chapter. 
This thesis was born out of dissatisfaction with much of the eating disorders in sport 
research base. The abundance of existing prevalence studies are fraught with methodological 
problems and at best can only really indicate the extent of the problem rather than the nature 
of it. The equally popular cross-sectional approach that seeks to correlate a given variable 
with disordered eating symptoms has mostly delivered moderate associations and tentative 
risk factors. In over 20 years as a focused topic of interest, researchers have rarely strayed 
beyond asking how big is the problem and what might cause it? A glance towards eating 
disorders studies in non-athlete populations however, a far more expansive body of literature, 
tells us that the former is often underestimated and the latter notoriously difficult to identify. 
As if oblivious to the outcomes of this general psychology knowledge base, sport psychology 
has dogmatically ploughed forward, asking the same questions, getting largely the same 
answers, and ultimately making the same mistakes.  
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This thesis does not imply that researchers give up on the quest to accurately estimate 
prevalence or on the search for causal risk-factors, it does however suggest that for progress 
to continue and for a fuller understanding to be achieved, we must embrace athletes‟ personal 
understandings of disordered eating. Duly, in the preceding chapters, I have asked 
interpretively framed questions that focus on personal meanings and subjective experiences 
rather than obsessing over causal predictions. Questions such as what is it like to be an athlete 
with an eating disorder? What meanings do athletes ascribe to their disordered eating 
experiences? What emotions do athletes tell of? Broadly, what is the impact on an athlete‟s 
life? The existing literature, prior to this thesis, has by and large ignored these types of 
question. Instead, the positivistic focus on causes, clinical features and treatment outcomes 
has predominated at the expense of experiential insight (Botha, 2009). By ignoring subjective 
accounts of disordered eating, current understandings are impersonal and distanced from the 
individual sufferer, a distance this thesis has begun to bridge.    
Addressing interpretive questions is not easy work. For example, exploring real world 
personal experiences requires scholars to give up the control coveted in traditional modes of 
scientific inquiry. It also requires the humility to accept that interpretations are subjective, 
partial, susceptible to critique and finite, dependent on time and context. Perhaps most 
crucially, it requires prolonged engagement with athletes with severe disordered eating 
experiences rather than administering questionnaires to at risk groups who may or may not 
have eating problems. It therefore demands engaging directly with the phenomenon in 
question, which at times can be harrowing. I have embraced all of these challenges and more 
in the preceding chapters and this general discussion represents an attempt to bring together 
the fruits of my efforts. 
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Are Current Clinical Definitions Clinically Dead? 
 I began this thesis with a review and critique of the clinical definitions for eating 
disorders provided by the American Psychiatric Association. In the opening few pages I 
highlighted the strict diagnostic criteria for anorexia nervosa and bulimia nervosa, as well as 
detailing the clinical features of the more encompassing EDNOS condition. My critique was 
based on the widespread discontent within the field that this existing classification structure is 
essentially flawed (e.g., Fairburn & Bohn, 2005; Walsh & Sysko, 2009; Wonderlich, Joiner, 
Keel, Williamson, & Crosby, 2007). The crux of the argument is that the criteria for anorexia 
nervosa and bulimia nervosa is so narrow that in practice it matches very few people‟s eating 
disorder experiences. Consequently, the EDNOS category designed to incorporate atypical 
cases is in fact the most typical, far more populated than either the anorexia nervosa or 
bulimia nervosa categories. Problematically, this atypical label remains and EDNOS is often 
misinterpreted as less common and indeed less severe than the other eating disorders and 
therefore much less research attention is dedicated to it. In response to this, Fairburn and 
Bohn (2005) propose that the existing classification system be abolished and replaced by a 
single “eating disorder” category that incorporates all various manifestations. 
 Drawing on the disordered eating experiences of all of the athletes I have interviewed, 
this thesis takes a clear stance on the clinical definition debate. Across each study, athletes 
spoke of diverse eating experiences that although immensely troubling rarely sat neatly into 
either the anorexia nervosa or bulimia nervosa categories. Furthermore, many of the 
participants, for example Beth, Holly, and Kelly, discussed eating disturbances that evolved 
over time and even changed from day to day. This behavioural flux is at odds with the field‟s 
apparent determination to squeeze individuals into clearly defined boxes. The motivation to 
heavily delineate types of eating disorder can be seen as part of psychology‟s preference for 
reductionism and the search for unifying principles of cause and effect. Unfortunately, to 
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echo Bruner (1990), reducing human life in this way artificializes it beyond recognition. In 
terms of eating disorders then, most advances in understanding pertain to only highly specific 
conditions that are not representative of the diversity and variability of the majority of 
people‟s eating disturbances. As such, the functionality of the APA‟s clinical definitions can 
be viewed as very much dead.  
The idiosyncratic focus I have argued for in this thesis is more comfortable with the generic 
“eating disorders” category offered by Fairburn and Bohn (2005). Such an approach 
represents a step towards embracing the full spectrum of disordered eating behaviours. A 
more inclusive category of this type might also help ensure more people in need of 
professional support receive this support. Using Beth from Chapter 5 as an example, she felt 
that her eating struggles did not warrant visiting an eating disorder specialist because she did 
not meet the criteria stipulated for anorexia nervosa. She therefore struggles on alone, 
conscious she has a significant problem but fearful it is not significant enough.  
Clearly it is one issue to propose such a change and another to see it come to fruition. As 
stated in chapter 1, the DSM-5 due for release in 2013 is set to include only a minor relaxing 
of diagnostic criteria. In turn, Fairburn and Bohn‟s (2005) eating disorder category should 
also be viewed with an element of caution. The rationale for its use is that the existing 
classifications have more similarities than they do differences. The subtext here is that 
treatments should be explored in terms of these cross-diagnostic similarities. This holds 
theoretical and intuitive appeal but runs counter to the experiences of the majority of 
participants in this thesis who desperately needed to be understood in terms of their own 
specific circumstances. Turning a blind eye to difference and not sensitising towards 
individualised approaches may therefore represent dangerous territory in terms of treatment. 
Finally, it is important to be mindful that nosology of any kind is inherently positivist, 
focusing on observable, measurable symptoms with the aim of control and prediction. The 
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lived experiences and personal meanings associated with given symptoms are absent from all 
accounts, hence while clinical features might be identified, the meanings they hold for 
patients are never really understood.   
Reducing the Prevalence of Prevalence Studies 
 The obsession with prevalence studies in the eating disorders in sport literature is 
severely limiting progress in the area. There is now sufficient evidence to suggest that 
athletes, usually elite female ones participating in lean sports, are probably at an increased 
risk of disordered eating (e.g. Smolak, Murnen, & Ruble, 2000; Torstveit, Rosenvinge, & 
Sundgot-Borgen, 2008). It is a task of gargantuan proportions for this to ever become more 
than “probably” given, for example, the discussed flawed classification system and the 
reluctance of individuals, particularly athletes, to disclose mental illnesses such as eating 
disorders. Indeed, the abundance of such methodological difficulties will ensure that 
prevalence estimates will often conflict across studies and will rarely represent the true extent 
of the problem. Yet prevalence studies are continually churned out, with researchers seldom 
resolving the methodological issues that have undermined the findings of their predecessors 
(e.g., Martinsen, Bratland-Sanda, Eriksson, & Sundgot-Borgen, 2010). A recent systematic 
review, the most up to date at the time of writing, posed the now tiresome question; are 
female athletes at increased risk of disordered eating and its complications? (Coelho, Soares, 
& Ribeiro, 2010). Unsurprisingly, the predictable conclusion from this review was that due to 
the heterogeneity of studies, definitive answers regarding prevalence prove elusive. This 
uncertainty echoes the conclusions of Smolak et al. ten years earlier, suggesting very little has 
been achieved in the time in between.  
 The participants involved in this thesis are testament to some of the essential flaws of 
prevalence studies and live as genuine examples as to the limits of such research in terms of 
improving understanding. At the time of our interviews none of the athletes were clinically 
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diagnosed as either anorexic or bulimic, therefore, despite telling of often traumatic 
experiences, may well go undetected by prevalence studies that predominately focus on just 
these two better known conditions (e.g. Hoek & Van Hoeken, 2003). In addition, those 
prevalence studies that assess overly broad disordered eating behaviours could wrongly 
conflate the participants in this thesis with sub-clinical disordered eating or even the normal 
dietary concerns of any elite athlete. Without an awareness of the personal significance 
behind a given behaviour or thought, it is difficult to separate the haunting and debilitating 
obsession with weight expressed by Kelly or Beth from that of an athlete who closely 
monitors weight without psychological consequences; each, for example, can do no more 
than tick the “am preoccupied with a desire to be thinner” item on the often deployed EAT-
26 self-report measure. 
 This thesis also exposes part of the core rationale for prevalence work to be somewhat 
ethically dubious. The inherent motivation for these studies is that identifying certain athletic 
risk groups can help focus preventative measures. For example, in relation to their finding 
that elite athletes in lean sports are at greatest risk of eating disorders, Byrne and McLean 
(2002) state that “there is a clear need for research which is aimed at developing and 
evaluating appropriate education, screening and intervention programmes for this group of 
elite athletes” (p. 89, my italics). There is clearly logic and pragmatism in directing resources 
this way, particularly given Byrne and McLean identified just five female athletes with an 
eating disorder in nonlean sports compared to 31 from lean sports. On the other hand, what 
about these five athletes? Who are they? We are told nothing about them, other than that they 
compete in hockey, volleyball, basketball or tennis. There are no recommendations for 
research into assisting these individuals. Are we to assume their struggles with eating are less 
worthy of our attention because they belong to a minority? Is there a Beth amongst them? An 
anorexic tennis player who has been sexually abused by her coach. Perhaps a Holly is hidden 
  
186 
 
in this faceless statistic, a young basketball player who self-starves amidst the burden of 
social expectation to achieve. More likely, each of the five athletes could tell a personal and 
unique story, which just like Holly‟s and Beth‟s narrated accounts would develop our 
understanding further. We could then begin to get closer to the true complexities of 
disordered eating in sport and start to fashion a knowledge base that incorporates all 
manifestations rather than erroneously focusing on the most typical. This may represent a 
leap of faith for some scholars, there is safety in exploring more at risk athletes where the 
chances of significant results are more favourable and well established explanatory theories 
are ready and waiting. It is, however, a leap that must be made if understanding is to finally 
advance beyond the current status quo.  
In sum, it is actually somewhat unfair to isolate the work of Byrne and McLean 
(2002) when most, if not all, prevalence studies interpret data similarly. The focus of these 
reports is always that one category is significantly more represented than the other, rather 
than the crucial fact both categories are represented. Prevalence authors that dispel atypical 
cases as the insignificant few inadvertently turn their backs on the lives of real people with 
real experiences. This holds wider moral implications for how disordered eating in athletes 
comes to be understood by others. If experts focus solely on the conventional majority, this 
message filters through to coaches, sport psychologists and governing body members, who in 
turn are only aware of the more usual scenarios. Consequently, athletes with experiences that 
differ to the norm may fall off the radar of these professionals. Hearing marginalised eating 
disorder stories as a valuable means to knowledge construction is therefore an ethical 
obligation, one this thesis has fulfilled.  It is important other researchers begin to taper their 
focus on prevalence so that more time can be afforded to learning from such stories.    
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The Case for Interpretive Methodologies 
I have emphasised that most eating disorder research is positivist, usually quantitative and 
lacking in interpretive insight. The result of this is that our current understanding of the 
illness represents just one side of the coin. There are numerous examples of researcher‟s 
calling for more qualitative work within the field of disordered eating in sport. Although I 
have cited these individuals to help build the rationale for this thesis (e.g., Petrie & Greenleaf, 
2007), I hold a genuine fear that these calls are somewhat half-hearted. Throughout my 
reading I am yet to see a scholar take heed of their own “call” and adopt an interpretive 
approach. This might be a skillset issue or it might simply be that to suggest “more 
qualitative studies” serves as a stock phrase used with little conviction once more pertinent 
discussion points have dried up. This is not enough. The discipline as a whole must first 
understand what qualitative, in particular interpretive, work has to offer and that it is not 
simply a means to provide anecdotal support for existing theories. Once recommendations 
for qualitative studies are motivated by the need for new insights rather than the need to 
verify old ones, they may begin to carry some weight. The qualitative data constructed in this 
thesis, and the various means by which it has been interpretively analysed, has presented a 
resounding case for the use of such methods in eating disorder research, both inside and 
outside of sporting contexts. Primarily, as discussed in the subsequent section, the use of 
narrative inquiry has proved a productive means to understanding disordered eating. 
Narrative and the Construction of Meaning and Experience 
Narrative theory, the basic premise of which is that we understand our experiences 
and our identities through the stories we tell (Bruner, 1986, 1990; Polkinghorne, 1988), has 
significantly determined many of the interpretations offered within this thesis. Given the 
scarcity of narrative approaches to the study of disordered eating, in sport and more broadly, 
a narrative presence in this thesis can be seen as an original venture that has led to new 
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understandings. My personal turn to narrative was the result of a core theme identified within 
the interpretative phenomenological analysis in Study 1. Termed “making sense of illness”, 
this theme highlighted how athletes sought explanations, usually positive ones, for their 
disordered eating struggles. It seemed as though even the most traumatic of events, for 
example Helen starved herself to 35kg, could be “redefined” through the identification of 
positive outcomes. This in turn was consequential for current and future endeavours. My 
efforts to interpret this data led me towards narrative ways of knowing, which paved the way 
for the more focused narrative analyses involved in each of the subsequent studies. 
In Chapter 2 I drew on the work of Smith and Sparkes (2009b) to build a case for why 
narrative inquiry is well suited for investigating disordered eating in sport. I re-visit these key 
arguments now, supported by selected examples from the studies, as a way of illustrating 
some of the ways this thesis has progressed understanding. The first, and perhaps most 
fundamental, point is that the interpretive lens adopted here differs to the blanket of 
post(positivist) perspectives. Smith and Sparkes described expanding the methodological 
repertoire as a contribution in and of itself and this thesis has achieved this with regards to 
disordered eating, disordered eating in sport and sport psychology generally. In relation to the 
former two, the focus on human rather than medical issues represents a significant step 
towards knowing disordered eating differently. By differently, I point to how each study has 
tapped into athletes‟ subjective perceptions of hope, fear, inner conflict, confusion, 
uncertainty, regret, disappointment, anger and acceptance. An extensive but by no means an 
exhaustive list. These novel insights should inspire other scholars to also expand their 
methodological repertoire and duly add to this list.  
Secondly, we understand experience by explaining it and we explain it by telling of it 
and this process is heavily influenced by those around us, the individuals we interact with. 
According to Smith and Sparkes (2009b), this is the relational context by which meaning is 
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given to experience. These relationally formed understandings were a prominent feature of 
athletes‟ narratives and served to underline the role of significant others in shaping the 
disordered eating experience. The most direct examples of this came from study 4 where 
Kelly and each of her parents were interviewed. It was apparent from my interviews with this 
family that forming an understanding of the illness experience was very much an interactive 
process, with each member‟s constructions impacting on the others‟. For instance, Dad‟s 
construction of an eating disorder as an obstacle to be overcome through hard work was 
particularly influential on how the rest of the family conceived it. Further, these relational 
negotiations occur under the auspices of wider master narratives that pervade on a cultural 
level. Continuing with the example of Dad, his emphasis on overcoming the eating disorder 
resonated heavily with what Frank (1995) describes as the western world‟s propensity for 
restitution. That said, narratives are not entirely social and individuals can exercise their own 
personal agency in constructing experience. This was demonstrated by Kelly when she grew 
dissatisfied with the dominant restitution narrative and began to construct eating disorder 
recovery as control and management rather than complete symptom alleviation. It is this 
interplay between the personal, social and cultural that deepens understanding of experience 
(Smith & Sparkes, 2009b). 
Finally, the role of narrative in identity construction was highlighted in chapter 2 as 
an additional advantage of the narrative inquiry approach. Narrative scholars maintain that 
narratives are identities and the life-stories people tell themselves and others are a 
performance of who they are and who they are not (Reissman, 2008). In Study 2, Holly 
provided some interesting examples of this process. She often told stories of her perceived 
inability to meet the expectations of others and duly conceived of herself as a failure. Indeed, 
Holly described the disordered eating experience itself as a failure to eat normally. 
Essentially, as she persistently wove this narrative line of non-achievement, she constructed a 
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negative sense of self and a devalued self-worth. Narrative theory is also sensitive to, and 
appreciative of, the notion of identities as multiple and transient. Stories of experience can be 
revised, adapted and edited and therefore so too can the identities they help construct. For 
example, again with reference to Holly, she told of how, after demonstrating athletic success, 
she revised her negative self-conceptions and established a strong, positive athletic identity. 
This would change again later, when she interpreted a sporting setback as an indication of 
complete personal failure. Kelly, in study 4, also demonstrated these transient qualities. At 
first she narrates a strong commitment to her athletic identity and its preservation under the 
threat of a reviled disordered self. Over time though, Kelly‟s identity evolves into one that 
incorporates her disordered eating, accepts its presence and acknowledges the personal 
growth and self-discovery it has led to. 
The Experience of Disordered Eating in Sport 
Transcending the illness itself.      
 One of the primary contributions to the literature made by this thesis is the 
descriptions and interpretations of athletes‟ personal accounts of disordered eating 
experiences in sport. With such accounts typically a scarcity, their documentation in the 
preceding pages represents a novel, insightful and necessary addition to what is currently 
understood. Interestingly, although unsurprisingly, athletes‟ accounts did not overly focus on 
specific clinical symptoms but rather the wider impact of disordered eating psychologically, 
emotionally and socially; essentially the implications for everyday life. Reflecting on the 
athletes‟ stories I have listened to, the lived experience of the illness seems to transcend the 
specifics of the illness itself. It is not the physical acts of self-induced vomiting or self-
starving that constitute lived experience but rather the personal meaning attributed to these 
acts. Specifically, the personal meanings associated with a given disordered eating behaviour 
can be multiple, diverse and contradictory and hold far reaching implications for experience. 
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Taking this further, although the discussed experiences and associated meanings are deeply 
personal and idiosyncratic, they often touched on broad, global themes that characterise the 
very essence of life whether one has an eating disorder or not. On one level, many of the 
athletes‟ key issues represented universal psychological pursuits that the majority of 
individuals encounter at some juncture of life. To illustrate, relationship issues, identity 
conflicts, self-understanding challenges and struggles to explain the past, are endeavours that 
at some time have faced us all. This is obviously not to devalue the importance of the 
particular, nor to undermine the severity of disordered eating; it is the particular that can 
detail the nature of these broad concerns and duly illuminate their severity relative to the 
experiences of others. Identifying disordered eating in sport as consequential for quite 
universal issues serves to emphasise the sheer magnitude of impact it holds for the lives of 
athletes. The experience is not confined to the intricacies of the sporting environment and 
those who inhabit it, it does not end with the trepidation felt at the weighing scales, but it 
traverses all of life, seeps into the very essence of being and leaves few domains untouched. 
Understanding athlete specific disordered eating.   
 In earlier chapters I have argued for the need for eating disorder professionals to be 
more attuned with the very specific experiences that constitute disordered eating in athletes. 
Sherman and Thompson‟s (2001) suggestion that athletes felt misunderstood by their 
therapists and therefore impassive regarding treatment options, implies a more detailed 
account of athletes‟ disordered experiences may prove beneficial to practitioners. Sensitivity 
to athlete specific needs may improve client-therapy relations and encourage athletes to 
engage positively and purposefully with the treatment process. It may also facilitate the 
provision of more effective support (Johnson, 1994). According to the voices represented in 
this thesis, a major issue in this regard concerns how a powerful athletic identity and an 
exclusive commitment to the sporting role further complicates disordered eating experiences 
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and the route to healthier alternatives. Using Study 1 as an example, although some athletes 
were conscious withdrawal from sport may alleviate disordered eating, such action was 
considered unfeasible due to the inextricable link between sport and identity. Losing health 
was better than losing the self. Practitioners who ignore this integral aspect of an athlete‟s 
life, perhaps by tactlessly ordering a cessation of sport, risk alienating the individual and 
ultimately rupturing the therapeutic relationship. Other sport-specific issues have arisen from 
this research such as the heightened perceptions of stigma due to the social expectation for 
athletes to be mentally strong rather than mentally ill. Indeed, absorbing the extended 
quotations presented throughout this thesis provides a breadth of insight into how 
involvement in sport, athletic identity and disordered eating interact in numerous ways to 
create nuanced experiences that should ideally be met with equally nuanced treatment 
strategies. 
Narrative and Applied Considerations  
 It is important for any focused project of research to identify the means by which it 
can have a practical impact, be it indirectly or directly, on the phenomena under 
investigation. The emphasis of qualitative research on real-world experiences and situated 
contexts can often result in a closer relationship between research and practice than is the 
case in more traditional approaches to psychological science (Rennie, 1994).  Given that 
narratives hold great sway over our current and future experiences they present numerous 
practical implications for those who wish to ensure these experiences are both positive and 
healthy. As suggested by Lewis (2011), “if we change our story, we may even change our 
lives” (p. 506). As such, a variety of practical implications can be drawn from this thesis in 
terms of the management and treatment of athlete disordered eating. Clearly, given the 
severity of disordered eating conditions and the potential catastrophic consequences they 
  
193 
 
present, any practical suggestions pertaining directly to treatment serve as only points for 
consideration by those who are appropriately trained rather than definitive recommendations. 
 Disordered eating as narrative wreckage. 
The occurrence of severe disordered eating experiences can prompt what Frank 
(1995) terms narrative wreckage. The narrative plot that brings order and meaning to life, that 
guides futures anticipated and planned for, is essentially shattered. This can leave athletes in a 
state of significant psychological disrepair. For example, athletes may experience fear, 
confusion, depression and identity loss. This psychological disturbance works in addition to 
the psychological features of an eating disorder. Essentially, narrative, or more precisely the 
absence of it, leads to a range of negative psychological consequences that are independent of 
the specific illness that caused the loss of narrative in the first place. Hyden (1997) describes 
this phenomenon as illness as narrative. It is crucial for practitioners to be aware of this 
added psychological impact an eating disorder can have on an athlete. Therapists in particular 
will benefit from an appreciation that the mental burden on athletes extends beyond specific 
eating disorder psychopathology.   
 Narrative misalignment. 
Narrative misalignment is when individual experiences no longer align with the 
cultural narrative one is a part of (McLeod, 1997). Similar to narrative wreckage, this 
misalignment can result in psychological crisis. Re-visiting Study 1, Nina was regularly 
troubled by the disparity between her bulimic experiences and the typical experiences of an 
elite athlete. Specifically, her binge-purge episodes were discrepant to the features of mental 
strength and self-discipline usually associated with elite sport. There was a distressing gap 
between her actual experiences and what she believed was the prescribed experience within 
her sporting culture; a narrative misalignment. As such, Nina endured considerable identity 
conflict and the threat of identity loss. Again, this underlines that disordered eating has a 
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narrative impact on mental health that practitioners should be aware of. I argue that it is no 
longer sufficient to merely address the known psychopathology associated with eating 
disorders due to the damaging consequences of narrative related issues. Therapists must at the 
very least be sensitive as to the potential of this additional emotional disturbance. In an ideal 
scenario however, as is discussed in the subsequent section, therapists will be able to help 
resolve these narrative issues through principles of narrative reconstruction.           
 Narrative reconstruction. 
 When a life narrative is wrecked through illness, when taken for granted assumptions 
of one‟s world and one‟s self are lost, finding new meanings and establishing a new 
understanding of life becomes an important endeavour.  This process of narrative 
reconstruction, whereby new stories are sought to give meaning to illness, is necessary to 
overcome the consequences of wreckage (Crossley, 2000). By finding plausible explanations 
for the illness, the severed narrative is made coherent again. The result is a new whole that 
integrates illness and its consequences into past understandings (Hyden, 1997). For example, 
although the presence of an eating disorder shattered Kelly‟s assumptions of herself as an 
athlete, she eventually integrated the eating disorder into an important factor in her personal 
growth.  
As well as replacing ruptured narratives, narrative reconstruction may also involve 
replacing coherent but troublesome ones. For example, as several of the participants in this 
thesis demonstrated, disordered eating is often interpreted as a personal failure and individual 
weakness (Rich, 2006). Lock, Epston, & Maisel (2004) suggest that such a perception 
encourages negative psychological consequences that perpetuate the illness. They argue that 
in such cases, alternative counter-narratives can be constructed that resist this unhelpful 
understanding and empower an individual to overcome the illness. Essentially, how an eating 
disorder is narratively understood impacts on how it is experienced and how it evolves.       
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 The main issue from all this is that if an athlete‟s narrative is wrecked, misaligned or 
unhealthy and debilitating, then reconstructing, or at least adapting, this narrative is a means 
to alleviating considerable psychological disturbance. This crucial insight invites mental 
health practitioners to consider the role of narrative therapy when treating eating disorders. 
Can we assist athletes to achieve a coherent and non-debilitative narrative of their 
experiences? Can we improve athletes‟ narrative awareness and increase their appreciation of 
the impact of the narratives they live by? The work of Lock and colleagues (Lock et al., 
2004; Lock, Epston, Maisel, & de Faria, 2005) suggests we can but there remains a great 
need for research in narrative therapeutic approaches to eating disorders before it is properly 
accepted. Narrative therapies occupy the margins of psychological treatments and the 
literature is sparse with examples of its effectiveness. There must be a body of work 
evaluating narrative therapeutic approaches to eating disorders that is equivocal to that which 
explores other treatments such as cognitive behavioural therapy. This is undeniably a distant 
and challenging goal, but, with existing eating disorder treatments so often failing, it must be 
considered a crucial goal. A panacea should not be anticipated, but this thesis has built a 
significant case to argue that narrative may serve as an important addition to an eating 
disorder specialist‟s armoury.     
 The power of master narratives. 
 Some of the participants in this thesis have demonstrated that culturally dominant 
master narratives contribute to shaping athlete experiences of disordered eating. For example, 
drawing on Frank‟s (1995) typology of illness narratives as an interpretive tool, study 4 
emphasised the power or the restitution narrative as a means to understanding the illness. The 
basic premise of restitution, that the ill will be restored to health, held particular resonance 
with the sporting ethos of overcoming obstacles and setbacks. Kelly duly experienced the 
illness as something to beat, go past, or get through and was duly motivated to pursue 
  
196 
 
recovery. In contrast, when recovery was not forthcoming, her continued allegiance to the 
restitution narrative invoked continued feelings of frustration, anger and failure. Where was 
the restitution that society‟s dominant narrative had promised? From originally motivating 
recovery efforts, restitution began to compound Kelly‟s emotional distress. This is a prime 
example of how popular cultural understandings guide our own understanding and shape our 
future experiences in diverse ways.  
It is important that those dealing with athletes with eating disorders have an 
awareness of the forces of master narratives and the varied implications they hold for the 
illness experience. A therapist who is cognizant of an athlete‟s subscription to a restitution 
narrative may be able to recognise the frustration it may lead to should this narrative be 
unfulfilled. The therapist can then seek to engender more realistic recovery expectations as a 
means to tempering such frustrations and related emotional disturbance. Additionally, 
therapists, sport psychologists, coaches and significant others would benefit from an 
awareness of the degree to which they themselves commit to restitution and how this 
determines their behaviours towards an athlete with an eating disorder. As argued in study 4, 
such is the pervasiveness of restitution, these individuals will also fall under its general 
auspices. As such, they may be inclined to offer restitution-based promises akin to “you will 
get better” and “you can beat it”, which although well intentioned and in some circumstances 
effective, risk raising false hope and exacerbating the trauma that occurs when, as is often the 
case, athletes don‟t get better and they don‟t beat it.  
Exactly how such narrative information can be communicated to members of an 
athlete‟s support network represents a significant challenge. Narrative concepts are not 
simple ones. For example, educating coaches as to how social powers can shape their 
personal thinking and therefore shape their behaviours and professional practices seems, in 
most cases, an overly ambitious aim and perhaps an unnecessary one. In a pragmatic sense, 
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the answer may lie in communicating the implication for practice rather than the complex 
theory behind it. Quite simply, coaches, or indeed an athlete‟s significant others, can be 
warned of the dangers of emphasising the certainty of recovery as it is a promise that cannot 
be guaranteed. This presents its own problems as so conditioned are we to promote restitution 
that to not do so appears almost negative and defeatist. It may therefore be prudent to 
emphasise that recovery efforts can still be encouraged, but that this encouragement should 
factor in the harsh reality the road to recovery entails and make no assurances as to success.     
 Intra-familial illness narratives.   
 The participants in study 4 illustrated how athlete disordered eating can be very much 
a family experience. As previously discussed, Kelly‟s interpretations of her disordered eating 
experiences were co-constructed through family interactions. Through the open expression of 
personal subjectivities, a shared understanding of an eating disorder as something to be 
overcome was reached. This narrative agreement amongst family members provided a sense 
of hope and direction, uniting the family towards the joint goal of Kelly‟s recovery. In stark 
contrast, when family members held contrasting or conflicting narratives understandings of 
the illness the consequences for experience were severe. The destructive impact that intra-
familial narrative discrepancies can have was evident when Kelly became ambivalent 
regarding restitution while her parents still ardently subscribed to it. For example, 
communication lines broke down, anger and frustration grew, and tensions permeated 
relationships.   
 The way disordered eating experiences, both positive and negative, are relationally 
construed within family narratives presents a number of applied possibilities. As the push for 
more family-based treatment approaches grows (e.g. Le Grange, Lock, Loeb, & Nicholls, 
2010), knowledge of the consequentiality of family narratives may be able to inform such 
practices. A therapist might encourage family members to share their personal understandings 
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with each other and openly discuss how these individual perspectives were arrived at and 
what the implications for experience might be. Such a process seems a useful step towards 
resolving possible narrative conflicts and appeasing some of the difficulties that arise when a 
family is dealing with chronic illness. Further still, narrative therapists may actively seek to 
guide family members towards the construction of a more functional narrative understanding 
(e.g. away from the perils of unfulfilled restitution). The scope for narrative family therapy is 
undoubtedly great and researchers should look to investigate the potential benefits of what 
remains an embryonic strategy.  In the future, forms of narrative therapy may well serve as a 
useful component to a multi-modal family therapy programme.   
Limitations and Reflections 
 As with all research, this thesis is not without limitations. In seeking extensive and 
detailed descriptions from a select few, I have had to forsake the views of many others. The 
pursuit of depth is usually accompanied by some sacrifice of breadth. The voices of non-
disordered eating athletes, sport psychologists, coaches, eating disorder specialists and 
governing body policy makers are absent from my analyses and figure only from the 
standpoint of the athletes I interviewed. They too deserve their say and future studies that 
involve these individuals may further illuminate the eating disorders in sport phenomenon. A 
further absent voice is that of the male athlete with an eating disorder. This was not a 
methodological choice but a reflection of the lack of male response to recruitment materials. 
This may have been because disordered eating is less prevalent in males (Hoek & Van 
Hoeken, 2004; Hudson, Hiripi, Pope & Kessler, 2007) or because it is often stigmatised as a 
female disease (Carlat & Camargo, 1991) thus discouraging males to volunteer. Male athletes 
do get eating disorders however, and it is important that these individuals are not neglected 
(Braum, 2006).  As with females in non-lean sports, it is morally wrong to overlook males 
purely because their disordered eating experiences are less common. My own previous 
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research has shown that there is much to learn from the lives of male athletes with eating 
disorders (Papathomas & Lavallee, 2006) and when possible researchers should strive to 
document these stories. A knowledge base that does not include such narratives is an 
incomplete one. 
In 3 of the 4 studies it was only athletes‟ perspectives on their life experiences that 
were explored. Although athletes‟ personal interpretations were the priority given the aims of 
my research, these may have been complimented by the interpretations of other members of 
an athlete‟s social world. Exploring from various individual vantage points, as detailed in 
study 4, can add insight into how experience is relationally construed and underlines the 
subjectivity and multiplicity of reality. There are many questions I would have liked to ask 
athletes‟ significant others. For example, how does Beth‟s mother perceive Beth‟s childhood? 
In what ways does she make sense of her daughter‟s eating disorder? In turn, what of Holly‟s 
parents? Did they feel their daughter was a disappointment as Holly suggested? How 
supportive did they believe themselves to be towards Holly‟s struggles? The answers might 
help add layers of complexity to my analytical interpretations. The future of research into 
human experience issues, regarding eating disorders and beyond, should, where possible, 
incorporate such diverse perspectives. Multi-voiced projects may prove pragmatically and 
ethically challenging, for example there is no evidence to suggest either Holly‟s or Beth‟s 
parents would have wished to participate in such a study, nor whether Holly and Beth 
themselves would have desired this. When it is feasible however, the challenge should not be 
evaded as the potential benefits to knowledge, as study 4 demonstrates, are numerous.  
In Chapter 2 I discussed the dilemmas I faced when deciding how to best represent 
athletes‟ experiences. To recap, my personal preference for new, evocative and engaging 
forms of representation was superseded by my insecurities regarding my capacity to produce 
these more creative forms of writing. I have also experienced nervousness and apprehension 
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as to how non-traditional representations might be perceived by the still very traditional 
academy. Although I have attempted to reach some middle ground in this thesis by 
essentially producing what Sparkes (2002) terms “modified realist tales”, I accept that in 
taking few risks I have risked much. A topic as powerful and emotive as disordered eating 
lends itself well to creative representations (e.g., Kiesinger, 1998) and an argument can be 
made to suggest that by not engaging in such practices I may have missed an opportunity. It 
is a fair critique to speculate as to whether the use of postmodern techniques, for example 
fiction, poetry, and drama (Sparkes, 2002), may have better served the rich data available and 
provided a more authentic and accessible representation. In contrast, it is useful to keep in 
mind that for the majority of those who specialise in eating disorders, the methodological 
approach adopted in this thesis is already a radical departure from the norm. It therefore may 
be astute and savvy not to push too much too soon.   
It is useful to consider how my data might have been represented differently and what 
future benefits this could bring to the field of disordered eating in sport. The term creative 
non-fiction refers to writing in a style that encompasses the power and rhetoric of a literary 
piece but is grounded in the content of the research data (Barone, 2000). Carless and Sparkes 
(2008) adopted this technique to produce three short, standalone stories on the physical 
activity experiences of men with serious mental illness. These stories, which incorporated 
between 81% and 97% of participants own words during interviews, provided a fluid, first-
person account that gave the data an engaging sense of intimacy and immediacy. Applying 
such techniques to the data constructed with Holly or Beth is an appealing prospect that could 
provide an additional layer to interpretation. Essentially, this would entail a move from a 
story analyst to a storyteller and from telling to showing (Smith & Sparkes, 2009a). Rather 
than overtly alternate between quotation and an analytic interpretation, as is the case in both 
Holly‟s and Beth‟s life histories, an artful vignette might be produced which weaves into it 
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subtle, non-directive insights. Faith is therefore placed in the story alone to communicate 
theory and analysis (Ellis, 2004). Study 4 could also benefit from more creative 
representations, with the various family voices depicted through a form of play script or 
ethnodrama. An ethnodrama is the representation of data through an actual dramatic 
performance and its growing proponents claim it to be the most powerful and effective means 
to capture experience available (Denzin, 1997; Richardson, 2000; Sparkes, 2002). A 
performance piece of this sort may greatly assist efforts to communicate the intra-familial 
dynamics and tensions that characterise a family‟s experience of disordered eating.  
There are, as always, doubters to such an approach and scholars have questioned 
whether the story alone, particularly in health research, is enough (e.g., Thorne, 2009). In line 
with the sentiments of Richardson (1999), it is only through continued publication of such 
creative practices that acceptance will be achieved. In principle, the more exposure people are 
given to these practices, the more they will begin to appreciate the potential benefits. For the 
eating disorder fraternity, the potential benefits of creative representation are abundant. For 
example, creative representations are typically more engaging than the traditional scientific or 
realist tale and as such are more accessible to non-academics. Consequently, important 
insights previously clouded by scientific jargon and buried within seldom read journals can 
now reach new and important audiences. As an example, an ethnodrama addressing the 
impact of coach weight-based comments holds the capacity to reach out to coaches, as well as 
other sports practitioners, and therefore could serve as an important psychoeducational tool. 
By the same token, elite adolescent athletes might be introduced to the dangers of improper 
fuelling to health and performance. Ultimately, by performing research, knowledge can be 
communicated powerfully and effectively to a more diverse audience than ever before.          
Finally, I would like to offer something of a disclaimer and emphasise that the ideas 
expressed in this thesis are indicative of a socially constructed reality contingent to a 
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particular time and space. My suggestions and interpretations are therefore not final and I 
encourage the reader to query and question my offerings and to form their own interpretive 
insights. Readers of this thesis will decide what, for them, are its limitations. In so doing, I 
request the reader not to judge this work by positivist criteria but to reconceptualise their 
notion of validity to suit the interpretive goals of this research. As an indicative guide, but not 
prescriptive or definitive one, I suggest the reader considers the following when forming a 
judgement: Are athlete quotes sufficient in number and length so as to allow voices to be 
heard? Are the selected quotes moving and emotionally engaging, providing feelings of 
empathy and social connection? Are interpretations grounded in the data, logical, indicative 
of sound, existing psychological theory and welcoming of critique and alternative 
interpretations? Further, and with specific reference to the topic of disordered eating, might 
the constructed accounts help professionals gain some appreciation of how athletes make 
sense of their disordered eating experiences and the psychological impact it has on their 
lives? Could it provide a source of support for athletes themselves who may be struggling to 
understand the reasons for their experiences? Might the perspectives shared here reduce 
athletes‟ feelings of isolation and stigma? Could athlete readers be encouraged to seek 
professional help? Can participants‟ narratives add to the cultural stock of available athlete 
eating disorder narratives? Essentially, can participants‟ narratives help other athletes make 
sense of their experience; assist in finding a story when there isn‟t one? 
Conclusion 
 In this thesis I have chosen to move against the methodological grain of disordered 
eating research. I have turned away from dominant positivist approaches in favour of 
qualitative, interpretive ones. The product of my efforts has been the construction of 
alternative insights that pertain to human experiences rather than symptomatology. For 
athletes, the psychological impact of disordered eating extends far beyond described clinical 
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features. How athletes make sense of disordered eating, the meanings they ascribe to it, is 
hugely consequential for their present and future emotions, relations and selves. A personally 
satisfactory explanation of the past, narrative coherence, can lead to acceptance and growth, 
whereas a dissatisfactory one, narrative incoherence or narrative disruption, can result in loss 
and stagnation. As such, constructing narrative coherence is an endeavour of great 
importance and one that applied practitioners should look to support. This will not be easy 
given narratives are often ambiguous, contradictory, uncertain and ever-evolving. It is a 
messy business, but this is only a reflection of real life where, unlike the research laboratory, 
few hard and fast rules hold firm. Nevertheless, scholars and health professionals should be 
undeterred and strive to embrace what they can from these narrative complexities. A partial 
understanding of the authentically chaotic is far better than a full understanding of the falsely 
ordered. Athletes‟ disordered eating experiences are beyond prediction and all the more 
interesting for it. The athletes in this thesis show us that there is still much to learn from the 
deeply personal, idiosyncratic stories people tell. It is my vision that personal stories continue 
to be explored and that research into eating disorders moves in a more interpretive direction.   
As such, this thesis can be seen as a first step towards a time when the mention of disordered 
eating does not automatically conjure images of starvation or purging but rather the inherent 
human suffering that accompanies these acts.  Finally, like any coherent narrative, my thesis 
ending is framed in light of resolving its beginning – I therefore conclude that for disordered 
eating knowledge to continue progress, in sport and otherwise, in research and in practice, it 
is now, more than ever, narrative’s turn.  
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Peer reviewed journal articles: 
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Qualitative Research in Sport and Exercise, 2, 354-370. 
Papathomas, A., & Lavallee, D. (2006). A life history analysis of a male athlete with an 
eating disorder. Journal of Loss and Trauma, 11, 143-179. 
 
Conference presentations: 
Papathomas, A., & Lavallee, D. (2010, August). The role of narrative incoherence in the 
persistence of mental illness. Paper presented at the 3rd Qualitative Research in 
Mental Health Conference, Nottingham, England. 
Papathomas, A., & Lavallee, D. (2009, June). Athlete eating disorders: Adding to the 
landscape through an exploration of narrative. Paper presented at the 12
th
 World 
Congress of Sport Psychology, Marrakech, Morocco. 
Papathomas, A., & Lavallee, D. (2009, June). Eating diorders in sport: A familial analysis. 
Paper presented at the 12
th
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 International Qualitative 
Conference in Sport and Exercise, London, England. 
Papathomas, A., & Lavallee, D. (2008, September). Athletes’ lived experiences of disordered 
eating in sport. Poster presented at the British Association for Sport and Exercise 
Sciences (BASES) Annual Conference, London, England. 
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eating disorder. Paper presented at the 2nd International Conference for Qualitative 
Research in Sport and Exercise, Liverpool, England. 
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Appendix B: Recruitment letter for Studies 1, 2, and 3 
 
Dear athlete, 
 
I am currently conducting an investigation into athletes‟ experiences of eating disorders or 
disordered eating. By athlete I mean sportsperson in general not just those involved in 
athletics. 
 
Many athletes are competitive in sport despite practising unhealthy eating behaviours (Colin 
Jackson being one famous example).  Most eventually see their performances deteriorate at 
the hands of an eating disorder.  This whole experience can be a stressful and challenging 
time for an athlete.   
 
If you are an athlete and you are currently experiencing disordered eating or an eating 
disorder I would like to interview you with regards to your day-to-day experiences and your 
general feelings on the subject.   
 
The opinions and voices of those athletes who actually suffer disordered eating are often 
ignored and my research hopes to end this trend.  
 
The information you provide can be used to inform future athletes with eating disorders of 
the struggles they are likely to face.  It will also help identify what extra support athletes with 
eating problems want and need, which can lead to better practice in future. These are 
important goals that can help reduce considerable suffering.  
 
Given the sensitive and personal nature of this issue I can assure complete anonymity and 
confidentiality.  
 
If this interests you and you are thinking of participating please contact me and I can pass on 
further details. I will be happy to answer any questions you may have and at no time will you 
be obligated or made to feel obligated to participate in this research.  Participation is strictly 
voluntary and you can withdraw at any time. 
 
Thank you for taking the time to read this. 
 
Anthony 
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Appendix C: Participant information sheet for Studies 1, 2, and 3 
Participant information sheet Study 1: 
This investigation is conducted in accordance with the ethical guidelines of Loughborough 
University. 
 
Study Title 
Athlete experiences of disordered eating in sport. 
 
Study Purpose 
To investigate the experiences of disordered eating athletes. 
 
Benefits of Study 
It is hoped that the knowledge gained from this study will be used to assist athletes cope more 
effectively with the traumas associated with disordered eating in a sporting environment. 
 
Your Role 
As an athlete who has experienced disordered eating you will be interviewed with regards to 
this.  There will be two interviews in total, the first lasting approximately 45min and the 
second lasting between 1 and 2 hours. 
 
Possible Risks 
The interview may involve you discussing experiences that you find or have found traumatic 
and distressing.  Importantly, you will be free to pause or end the interview at any time. 
 
Confidentiality and Anonymity 
Information given will be entirely confidential.  Interview data used in the final report will 
involve a pseudonym (instead of personal names) to preserve your anonymity.  Interview data 
will not be used for any other research without your prior permission.  If at any time you are 
unhappy with your interview data being used in the study you are free to withdraw it.  You 
will also be given the opportunity to see the final report and ensure it is a fair reflection of 
your experiences and that your identity is properly concealed.  All data will be kept securely 
in the investigator‟s office in audio and computer document form.  Audio tapes will be locked 
away and computer versions will be password protected.  All data will be stored for 10 years 
before being destroyed.  Only select university researchers will see the raw data (see names 
below).   
 
Ending Participation 
Your involvement in this study is entirely voluntary and therefore you are free to end your 
participation at any time without the need for explanation.  
 
Further Information 
For further information please contact either Anthony Papathomas (email: 
A.Papathomas@lboro.ac.uk / Tel: 01509228188) or Dr. David Lavallee (email: 
D.E.Lavallee@lboro.ac.uk / Tel: 01509226328). 
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Participant information sheet Study 2 and 3: 
This investigation is conducted in accordance with the ethical guidelines of Loughborough 
University. 
 
Study Title  
A life history of an athlete with an eating disorder 
 
Study Purpose 
To gain an in-depth insight into the life experiences of an athlete with experience of an eating 
disorder. 
 
Benefits of Study 
It is hoped that the knowledge gained from this study will improve understanding of eating 
disorders in sport. 
 
Your Role 
You will be interviewed with regards to your life story. Approximately, there will be between 
5 and 10 interviews. The first will be short and simply an opportunity to familiarise yourself 
with being interviewed. The other interviews will last between 1 and 2 hours and focus on 
your experiences in relation to disordered eating. They will take place roughly once a month 
for a period of six months. Interviews will be relaxed and informal, the focus being your own 
feelings and opinions.  
 
Possible Risks 
The interview may involve you discussing experiences that you find or have found 
distressing.  Importantly, you will be free to pause or end the interview at any time. 
 
Confidentiality and Anonymity 
Information given will be entirely confidential.  Interview data used in the final report will 
involve a pseudonym (instead of personal name) to preserve your anonymity.  Interview data 
will not be used for any other research without your prior permission.  If at any time you are 
unhappy with your interview data being used, you are free to withdraw it.  You will also be 
given the opportunity to see the final report and ensure it is a fair reflection of your 
experiences and that your identity is properly concealed. Once published you will not be able 
to withdraw data. All data will be kept securely in the investigator‟s office in audio and 
computer document form.  Audio tapes will be locked away and digital versions will be 
password protected.  All data will be stored for 10 years before being destroyed.  Only select 
researchers will see the raw data (see names below). Importantly, there is a limit to 
confidentiality in that should you reveal any instances of abuse I will be bound to inform the 
relevant authorities.   
 
Ending Participation 
Your involvement in this study is entirely voluntary and therefore you are free to end your 
participation at any time without the need for explanation.  
 
Further Information 
For further information please contact either Anthony Papathomas (email: 
A.Papathomas@lboro.ac.uk / Tel: 01509228188) or Prof. David Lavallee (email: 
dbl@aber.ac.uk / 01970621545). 
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Appendix D: Informed consent form for Studies 1, 2, and 3 
 
The purpose and details of this study have been explained to me.  I understand that this study 
is designed to further scientific knowledge and that all procedures have been approved by the 
Loughborough University Ethical Advisory Committee. 
 
I have read and understood the information sheet and this consent form. 
 
I understand that all information will be confidential and I will remain anonymous. 
 
I understand that I will be discussing sensitive issues regarding a mental health problem and 
that this will be stored and processed 
 
I have had an opportunity to ask questions about my participation. 
 
I understand that I am under no obligation to take part in the study. 
 
I understand that I have the right to withdraw from this study at any stage for any reason 
(including during an interview), and that I will not be required to explain my reasons for 
withdrawing. 
 
I understand that all the information I provide will be treated in strict confidence. 
 
I agree to participate in this study. 
 
 
 
                    Your name 
 
 
 
              Your signature 
 
 
 
Signature of investigator 
 
 
 
                               Date 
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Appendix E: Study 1 interview guide 
Can you tell about your life around the time you first started to develop symptoms of an 
eating disorder/disordered eating? 
 
- feelings/emotions? 
- pressures? (school/sport) 
- family/friends? 
 
In what ways do you feel the eating disorder influenced your daily life? 
(Changes over time?) 
 
 
What are your experiences of being involved in competitive sport whilst possessing an eating 
disorder? 
 
- relationship with coach? 
- relationship with team-mates? 
- training? 
- competing? 
- camps? 
 
Can you describe any deliberate attempts to seek help for yourself? 
(Changes over time?) 
 
 
Can you talk about any experiences you may have of the treatment process? 
(Changes over time?) 
 
 - first disclosure  
- dealings with health professionals 
 
Can you tell me about some of the ways the eating disorder impacted on your family/social 
relationships? 
 
 
What do you feel has been the most challenging aspect of such a traumatic experience? 
 
 
How would you describe the support available to you as an athlete with an eating disorder? 
 
 
- role of coach/teacher/NGB? 
- role of parents/family/friends? 
- medical professionals? 
- availability of information/support groups? 
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Appendix F: Participant information sheet for Study 4 
Study Title 
Disordered eating in sport: A familial perspective. 
 
Study Purpose 
To investigate the day-to-day experience of an athlete and their family living with an eating 
disorder. 
 
Benefits of Study 
It is hoped that the knowledge gained from this study will improve understanding of eating 
disorders in sport and in general. 
 
Your Role 
You will be interviewed with regards to your day-to-day experience of living with disordered 
eating (either personally or through a family member). The first will last approximately 30 
minutes and will serve as an opportunity to familiarise yourself with being interviewed. The 
other interviews will last between 1 and 2 hours and focus on your experiences in relation to 
disordered eating. Several interviews will occur over the course of a year. Interviews will be 
relaxed and informal, the focus being your own feelings and opinions.  
 
Possible Risks 
The interview may involve you discussing experiences that you find or have found 
distressing.  Importantly, you will be free to pause or end the interview at any time. 
 
Confidentiality and Anonymity 
Information given will be entirely confidential.  Interview data used in the final report will 
involve a pseudonym (instead of a personal names) to preserve your anonymity.  Interview 
data will not be used for any other research without your prior permission.  If at any time you 
are unhappy with your interview data being used, you are free to withdraw it.  You will also 
be given the opportunity to see the final report and ensure it is a fair reflection of your 
experiences and that your identity is properly concealed. Once published you will not be able 
to withdraw data.  All data will be kept securely in the investigator‟s office in audio and 
computer document form.  Audio tapes will be locked away and digital versions will be 
password protected.  All data will be stored for 10 years before being destroyed.  Only select 
researchers will see the raw data (see names below). Importantly, there is a limit to 
confidentiality in that should you reveal any instances of abuse I will be bound to inform the 
relevant authorities.   
 
Ending Participation 
Your involvement in this study is entirely voluntary and therefore you are free to end your 
participation at any time without the need for explanation.  
 
Further Information 
For further information please contact either Anthony Papathomas (email: 
A.Papathomas@lboro.ac.uk / Tel: 01509228188) or Prof. David Lavallee (email: 
dbl@aber.ac.uk / Tel: 01970 621545). 
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Appendix G: Informed consent form for study 4 
 
The purpose and details of this study have been explained to me.  I understand that this study 
is designed to further scientific knowledge with regards to disordered eating in sport and that 
all procedures have been approved by the Loughborough University Ethical Advisory 
Committee. 
 
I have read and understood the participant information sheet and this consent form. 
 
I understand that all information will be confidential and I will remain anonymous. Some 
information may be made known to other participants (your family) unless you specifically 
suggest otherwise. 
 
I understand that I will be discussing sensitive issues regarding a mental health problem and 
that this will be stored and processed. 
 
I have had an opportunity to ask questions about my participation. 
 
I understand that I am under no obligation to take part in the study. 
 
I understand that I have the right to withdraw from this study at any stage for any reason 
(including during an interview), and that I will not be required to explain my reasons for 
withdrawing. 
 
I understand that once the study is published I will be unable to withdraw my data or 
participation. 
 
I agree to participate in this study. 
 
 
 
                    Your name 
 
 
 
              Your signature 
 
 
 
Signature of investigator 
 
 
 
                               Date 
 
